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PULMONARY EDEMA, WITH ANALYSIS 
OF 405 CASES OCCURRING IN 
2030 AUTOPSIES.* 


By W. M. L. Cortin, M.D., 
Professor of Pathology, Jefferson Medical College. 


[From the Laboratories of the Jefferson Medical College 
Hospital and the Philadelphia General Hospital.] 


Writers on systemic medicine, and I 
would include also those who have writ- 
ten volumes devoted to diseases of the 
lungs, usually give but little space to the 
consideration of pulmonary edema. The 
neglect of this important condition may 
be attributed to a number of factors. In 


“Read before the Pathological Society of Philadel- 
» March 1, 1906. 


the first place pulmonary edema is rarely, 
if ever, an independent affection; it usu- 
ally constitutes a part of, or is superim- 
posed on, some other condition the relief 
of which is followed by the disappearance 
of the concurrent edema.. A second im- 
portant factor determining the manifest 
neglect of this interesting subject is the 
commonly accepted belief that the process 
is essentially agonal, and that patients get 
pulmonary edema because they are dying, 
and not that pulmonary edema is the 
cause of death. That this belief is not 
justified is shown by the fact that the con- 
dition is absent in 80 per cent of the 
bodies examined post mortem; of 2030 
autopsies—the analysis of which consti- 
tutes the statistical basis of this paper—in 
but 405 (less than 20 per cent) was there 
pulmonary edema of sufficient intensity 
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to attract attention. In addition to its in- 
constant occurrence there is the further 
fact that it may be unilateral; an analysis 
of the 405 cases shows that in 18 the right 
lung was involved, in 14 the left lung, 
and in the remainder both organs. Cer- 
tainly the influences of the death agony 
must be exerted on both sides, and there- 
fore unilateral pulmonary edema should 
be regarded as against a belief in the 
agonal nature of the affection. My sta- 
tistics are not entirely in accord with 
those of Owen,! who found that in 228 
consecutive autopsies 124 showed edema 
of both lungs, and in 8 one lung only was 
affected. For the foregoing and other 
reasons, to be given later, I venture to 
oppose the suggestion of Cohnheim? that 
“a man does not die because he gets 
edema of the lung, but he gets edema of 
the lung because he is on the point of 
dying.” 

There are certain fairly distinct forms 
of pulmonary edema that should be recog- 
nized. The condition may be local or 
diffuse, unilateral or bilateral, primary or 
secondary. The local, circumscribed, or 
focal edema of the lung may be briefly 
dismissed; it is commonly observed 
around inflammatory processes, abscesses, 
infarcts, neoplasms, and cysts, and in 
such conditions is attributable to the di- 
rect influence of limited circulatory dis- 
turbances and to the action of diffused 
toxic substances engendered by the co- 
existing lesion. Terminal edema incident 
to prolongation of the agonal period par- 
takes of the characters of a local lesion, is 
manifestly favored or intensified by gra- 
vity, and is always more marked in depen- 
dent portions of the organs. Associated 
congestion due to flagging heart, and the 
imperfect pulmonary ventilation resulting 
from enfeebled. or narrowed pulmonary 
excursion, are important causal factors. 
This type of pulmonary edema possesses 
little significance independent of the af- 
fection with which it occurs. The symp- 
toms presented are attributable to the pri- 
mary affection, and it is not established 
that the edema, unless extensive, exerts 
any important influence in determining 
the ultimate outcome of the case. 

Diffuse or general pulmonary edema 
was recognized by Laennec® in 1819, 
more accurately described by Andral* in 
1837, and carefully studied by Legendre® 
in 1846. Rokitansky® describes pulmon- 
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ary edema as an inundation of the paren- 
chyma with thin, serous transudate oc- 
cupying the air vesicles. The affection 
has also been termed serous apoplexy of 
the lung, serous infiltration of the lung, 
and pulmonary dropsy. The condition 
has been produced experimentally by the 
injection of water (Sahli? also Cohn- 
heim), muscarine (Grossmann*®), prussic 
acid (Sahli), salicylate of methyl (Cha- 
tin and Guinard), amyl nitrite (Winck- 
ler), by compression of the left ventricle 
(Welch®), and more recently by the 
injection of adrenalin (Bouchard and 
Claude’ and Meltzer''). The quantity 
of adrenalin necessary to induce edema 
clearly varies, and different animals mani- 
fest different degrees of susceptibility. 
Josué states that for a rabbit weighing 
from 2 to 2.5 kilos six drops is sufficient; 
Meltzer has observed fatal pulmonary 
edema after comparatively large doses 
(1.5 Cc.). The smallest dose that I have 
seen kill is 0.7 Cc. in a rabbit weighing 
1500 grammes. The phenomena in these 
experimental cases are that immediately 
upon receiving the injection a rapidly pro- 
gressing dyspnea develops, the animal ap- 
pears weak, frequently falls on one side, 
the respirations become more and more 
shallow, and mucus—at first clear, later 
rose-colored—escapes from the nose and 
mouth; convulsions are occasionally ob- 
served. Post-mortem the lungs and 
bronchi show the changes usually ob- 
served in the acuter forms of pulmonary 
edema in man. Pokrowsky’? has ob- 
served pulmonary edema following ex- 
perimental carbon monoxide poisoning in 
rabbits. Friedlander’* found that clamp- 
ing or ligating the aorta between the 
heart and the innominate produced pul- 
monary edema. 

With regard to the occurrence of pul- 
monary edema in man, two distinct 
groups of cases must be recognized. In 
the first of these the pulmonary lesion 
constitutes a part of a progressing dropsy, 
possesses nothing distinctive, and is ap- 
parently a factor of general edema. This 
type is seen in the terminal stages of car- 
diac dropsy and in the serous accumula- 
tions of chrunic renal disease, particu- 
larly of the so-called parenchymatous 
type, whether acute or chronic. Subacute 
or chronic pulmonary edema may be a 
manifestation of various cachexias and 
especially of the secondary anemias due 
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to cancer, chronic infections (tuberculo- 
sis), and other conditions in which pro- 
found anemia and varying degrees of 
dropsy constitute parts of the terminal 
stage. The edemas sometimes accom- 
panying pernicious anemia and leukemia, 
and very commonly Hodgkin’s disease, 
properly belong with this group. The 
multiplicity of affections with which pul- 
monary edema may be associated is well 
shown by the analysis of the 405 cases in- 
cluded in this report. There was a co- 
existing congestion of the lung in 235, 
tuberculosis in 69, croupous pneumonia in 
38, atelectasis in 12, infarction in 12, gan- 
grene in 5, bronchiectasis in 3, chronic 
pleurisy in'120, acute pleurisy in 28, and 
hydrothorax in 34. Bronchitis could be 
recognized in only 12 cases. In 350 of 
the cases associated cardiac lesions were 
also present; hypertrophy in 108, dilata- 
tion in 62, chronic endocarditis in 96, 
acute endocarditis in 7, myocarditis in 76, 
and in 1 the heart was malformed. In 35 
cases there was a pericarditis, and in 6 a 
hydropericardium. In 140 of the cases 
arteriosclerosis was sufficiently marked to 
attract attention. Renal lesions were 
present in 333 cases; chronic parenchy- 
matous nephritis in 156, chronic inter- 
stitial nephritis in 126, acute diffuse 
nephritis in 42, and in 9 nephritis was ob- 
served, although the form is not stated in 
the notes. Hydronephrosis was found in 
7 additional cases. The liver was con- 
gested in 150 cases and cirrhotic in 40. 
Although intracranial lesions are often 
named as important causes of pulmonary 
edema, the cases herein studied offer no 
convincing evidence of an intimate asso- 
ciation between the pulmonary lesion and 
meningeal or cerebral disturbances. In 
29 cases there was a cerebral edema ap- 
parently due to the same causes as the pul- 
monary lesion. Meningitis was also 
present in 20 cases, and in most of these 
evidences of sepsis are recorded. Cere- 
bral hemorrhage was found in 7 cases and 
meningeal hemorrhage in 6. In 50 
patients colitis, either dysenteric or prob- 
ably uremic, was observed. Ascites 
was a complication in but 25. With 
regard to the sex, 261 were males and 139 
females; in 5 the sex is not stated. Dur- 
ing an analysis of these cases one is 
struck by the fact that a large percentage 
indicates the presence of a frankly ex- 
pressed or latent infection. I had hoped 
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that the group would include a sufficient 
number to disclose something more con- 
stant and suggestive as to the etiology of 
the condition, but on the whole the result, 
in this respect, is disappointing. They all 
represent chronic, subacute, or agonal 
edemas, but clearly indicate the character 
of the lesions with which pulmonary in- 
undation may be expected to occur. In 
nearly 90 per cent of the cases cardio- 
vascular or renal lesions are present. 

A most important and often unrecog- 
nized form of pulmonary edema, to which 
I wish especially to draw attention, is an 
acute, often fulminating affection, unac- 
companied by other manifestations of 
dropsy, and often rapidly fatal. These 
are the cases that require prompt diagno- 
sis and resourceful treatment. Clearly 
they are clinically different from the 
chronic, latent, and agonal edemas, and 
it is probable that the etiology and 
pathology are not essentially the same as 
those of the pulmonary edema which con- 
stitutes part of a general dropsy. 

The condition at present under consid- 
eration is probably identical with, or 
closely related to, what Edye'* calls 
paroxysmal edema of the lung, and what 
Miiller!® terms paroxysmal angioneurotic 
edema of the lung, and, in some respects, 
strongly resembles what Levi and 
Hanot!® describe as edematous conges- 
tion. Steven? calls the affection acute 
suffocative pulmonary edema. Such acute 
or subacute forms possess clinical resem- 
blances to some of the experimental types 
of pulmonary edema, and are especially 
frequent in chronic interstitial nephritis, 
often when the latter is latent. Brouar- 
del'® regards the condition as inseparably 
connected with renal sclerosis, and almost 
invariably associated with aortitis. In 
the presence of renal or aortic lesions, ex- 
posure to cold, intense nervous stress, 
excitement, and the intemperate use of 
alcohol are important disposing factors. 
Huchard’® was the first to call attention 
to the frequency with which this type of 
edema complicates aortitis. Allbutt 2° be- 
lieves that this form of pulmonary edema 
often accompanies aortic disease, and es- 
pecially when the latter is associated with 
general arteriosclerosis—a point upon 
which Huchard lays no particular stress. 
Neither Huchard, Brouardel, nor any 
other with whose writings I am familiar 
has recorded an acute pulmonary edema 
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in the subjects of chronic parenchymatous 
nephritis. The affection is frequently a 
manifestation of latent arteriosclerosis, 
and it is in just such cases that the inex- 
perienced or careless physician is likely 
to make a diagnosis of asthma without 
discerning the relation between the pul- 
monary and the renal lesions. The belief 


of Brouardel that pulmonary edema is’ 


always an indication of renal sclerosis is 
not supported by the observations of 
Humphreys”! nor of Renaut,?* both of 
whom have recorded cases in which there 
was no renal lesion. Landouzy?* re- 
ported two cases with a history of poly- 
articular rheumatism and cardiovascular 
disease, the urine before, during, and 
after the attack having yielded no evi- 
dence of any renal disturbance. Huchard** 
recorded a case of gouty subacute aortitis 
with angina and many attacks of violent 
dyspnea due to pulmonary edema and 
associated with an abundant serosan- 
guinolent sputum. It will be interesting 
to surgeons to note that this condition has 
been observed after anesthesia, particu- 
larly by ether. Poppert?® ascribes it to 
the irritant action of ether, to which he 
also attributes postanesthetic bronchitis 
and bronchopneumonia. It is important, 
however, to notice also that many of these 
patients are septic, and that, therefore, 
the bacterial origin of this complication 
cannot be ignored; it may be that the 
irritant action of the anesthetic favors 
pulmonary concentration or accumula- 
tion of the bacteria, or intensifies their 
local toxic influence. Legendre*® was the 
first to call attention to this affection in 
scarlet fever; Bernheim?” and Rosen- 
stein*® believe that uremic asthma is due 
to an edematous swelling of the bronchial 
mucosa, a view with which Hertz?® 
agrees. Laségue®® described an albu- 
minuric bronchitis possessing some of the 
features of pulmonary edema. Le 
Breton*! recognizes a form of acute pul- 
monary edema complicating rheumatism. 
Jaccoud*? described its occurrence in 
typhoid, in which condition it has also 
been observed by Merklen.** The last 


named writer also recognizes pneumonia, 
grippe, rheumatism, and the intoxica- 
tions, especially alcoholism, as causes. 
Souin de la Saviniere** described it in 
scarlet fever, measles, pneumonia, and 
bronchitis, and attributed some forms to 
emotional disturbances. Lemoine*® dur- 
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ing an epidemic of grippe observed 18 
cases of what he calls suffocating 
catarrh; the symptoms are highly sug- 
gestive of pulmonary edema. 

Glasgow** has fully established the 
grippal origin of the affection, and recog- 
nizes that in many cases the infiltration 
is cellular. Teissier®’ believes that acute 
pulmonary edema results from the con- 
current influence of infection, intoxica- 
tion, nervous intervention, and mechani- 
cal disturbance of the circulation. Eich- 
horst*® notes the association of pulmon- 
ary with angioneurotic edema of the skin, 
and suggests that, in the lung, it depends 
upon some disturbance in the innervation 
of the pulmonary vessels. German path- 
ologists and clinicians hold most strongly 
to the mechanical theory, and the French 
to the toxic. It is conceded by practically 
all observers that phenomena indicative 
of myocardial degeneration favor the oc- 
currence of pulmonary edema. 

Noting the varied conditions under 
which this affection occurs one gropes in 
vain for a satisfactory demonstration of 
a single etiologic factor common to them 
all. In 1878 Welch, on the basis of ex- 
perimental study, promulgated the theory 
that general pulmonary edema resulted 
from any condition which caused the 
blood, advanced in a definite period of 
time, to be greater from the right heart 
than from the left ventricle. No matter 
how this condition may be brought about 
it becomes evident that as soon as the 
progression of blood from the left heart 
falls short of that thrown into the pul- 
monary arteries, there must necessarily 
be an accumulation in the pulmonary cir- 
culation and heightened blood content in 
the capillaries of the lung. Largely as a 
result of misapprehension and failure 
properly to construe Welch’s statements, 
Sahli,?® Grossman,*® and Loewit*! have 
advocated theories which, when properly 
analyzed, in a general way are supported 
by data that sustain the theory advanced 
by Welch. Recent studies on the pathol- 
ogy of edema are not strongly in accord 
with the view that, as a rule, heightened 
intravascular tension is as important in 
the production of the affection as are 
bacteria and other toxic agents. The 
admitted toxic origin of many cases, the 
association of the process with recog- 
nized infections such as typhoid, pneu- 
monia, scarlatina, and influenza,*®® and the 
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fact that bacteria are frequently demon- 
strable in the affected organs, speak elo- 
quently for the toxic or infectious ele- 
ment influential in the production of the 
disease. Blumer*? has shown that edema- 
tous lungs may contain a number of bac- 
teria, among which may be mentioned 
pyogenic cocci, including streptococci, 
and also colon bacilli. The facts that pul- 
monary edema may run its course, from 
inception to fatal termination, in less than 
three hours, that the so-called spontane- 
ous affection is closely mimicked by the 
adrenalin forms, and that clinically the 
arterial tension is commonly greatly ele- 
vated, are all strongly suggestive of a 
mechanical influence. 

Bouveret** looks upon the condition as 
a sort of vasomotor storm, and Huchard 
has shown that the more violent the at- 
tack the more marked the rise in arterial 
tension in the earlier stages, and the more 
sudden and extreme the later fall. 
Morély** explains the frequent associa- 
tion of aortitis and pulmonary edema by 
the assumption that the inflammation 
within the artery is propagated to the 
contiguous nerves which reflexly dilate 
the vessels of the pulmonary system, in 
which the tension rises and is followed 
by serous transudation. The albumin- 
ous expectoration following thoracente- 
sis*® and less commonly abdominal tap- 
ping for ascites*® is usually attributed to 
the intense’ congestion following the 
altered pressure resulting from removal 
of fluid from the pleura or abdomen. 
Calvert*? reports a case of acute edema 
of the lung occurring above a diminish- 
ing pleural effusion. Leopold-Levi*® re- 
ported an instance of acute pulmonary 
edema in hysteria. 

The morbid anatomy of pulmonary 
edema has been especially studied by 
Rokitansky, Welch, Honnorat,*® Ren- 
aut,°? Cohnheim, and others. On open- 
ing the chest the lung retracts slowly, 
and in some cases shows almost no ten- 
dency to recede from the thoracic wall. 
In marked cases the affected area is rib- 
marked. The color of the organ varies 
with the amount of blood that it con- 
tains; rarely the lung is dark, almost 
purplish, and in some instances the dis- 
coloration is most marked posteriorly and 
at the base. In uncomplicated cases the 
pleura contains no noteworthy excess of 
fluid; on incising the pulmonary pedicle 
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the bronchus is found to contain a reddish 
fluid, which in some cases is rather vis- 
cid, although this must be regarded as 
exceptional. A similar rose-tinted froth 
may escape from the mouth and nose. 
The lung is at once noticed to be heavier 
than normal and pits on pressure. Care- 
ful palpation usually reveals a somewhat 
obscured crepitation, which is practically 
never uniformly distributed, and from 
the most dependent portions of the organ ° 
may be absent ; it is everywhere less mani 
fest than normal and leaves the impres- 
sion that the crepitation is farther from 
the palpating finger than is usual. In 
some cases the lung is of a steel-gray hue, 
and on exposure to air takes on a reddish 
tinge. The density of the organ varies 
with the degree of the edema and the 
extent of the solidification. Some parts 
of the lung, rarely large areas, may be 
gelatinoid, and in such cases there is evi- 
dently present a substance that partly 
congeals, although most careful examina- 
tion usually fails to disclose any abund- 
ance of fibrin; as a rule this substance 
is absent. Usually the affected organ is 
incised more readily than the normal, 
and the denser the edema the less 
the resistance to incision. As soon 
as the knife passes the pleura the 
escape of fluid becomes evident, and 
as the incision extends frothy serum 
streams from the angle and _ sides 
of the cut. Slight pressure increases the 
flow, and although at first almost clear, 
or but lightly colored, it rapidly becomes 
blood-tinged, and when associated con- 
gestion is marked, may be deeply stained. 
In one instance I readily expressed 185 
Ce. of fluid, the specific gravity of which 
was 1.035. In many cases areas can be 
found in which the escaping fluid is not 
frothy, and if such parts be carefully ex- 
cised and thrown in water they promptly 
sink. That the exclusion of air is not 
due to collapse is shown by the absence 
of depression and by the microscopic find- 
ings. Areas of hemorrhage and clearly 
defined infarcts are occasionally present, 
but can hardly be regarded as a part of 
the process. The bronchial contents is 
usually frothy and colored by the pres- 
ence of red blood cells; commonly the 
tint is pinkish, or rose-colored, but may 
be sufficiently dark to suggest hemor- 
rhage; when deeply stained it is some- 
times purplish, but reddens on exposure 
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to the air. The peri-bronchial lymph- 
nodes are usually abnormally succulent, 
and when excised fluid may stream from 
the cut surfaces; such fluid is practically 
always clear or slightly turbid; I have 
not seen it colored. The lung stem is 
frequently manifestly edematous. The 
blood-vessels are not constantly intensely 
engorged, although commonly coagula 
may be withdrawn from the pulmonary 
arteries and veins. 

For microscopic study rapid and 
powerful fixing agents are necessary, and 
the portions of lung selected must be 
quickly excised by a knife possessing an 
extremely sharp cutting edge. The 
requisite rapid fixation may be secured 
by immersion in boiling water, boiling 
alcohol, absolute alcohol, or formalin, 
but the best pictures will be obtained 
from specimens fixed in saturated alco- 
holic solution of corrosive sublimate, 
Heidenhain’s solution, or Zenker’s mix- 
ture. Formol-Miuller may be used, and 
for some purposes osmium fixation is of 
value, but these fixatives are inferior to 
the solutions above mentioned and less 
valuable than the mixtures of Petrunke- 
vitch and Bensley. Almost any stain 
will reveal the grosser lesions, but for 
demonstrating the finer cellular detail 
and abundant proteid deposit, the 
anilin dyes are especially to be com- 
mended. The most careful students of 
the morbid histology of pulmonary edema 
have recorded dissimilar appearances. 
Welch speaks of the capillaries as dis- 
tended with red cells, and Renaut finds 
the same vessels flattened and rendered 
impermeable by the compression of the 
exudate. In most of the lungs that I 
have examined the capillaries usually 
show no conspicuous overdistention, and 
are frequently empty. Sometimes the 
absence of red cells is conspicuous, al- 
though in the more dependent portions 
of the organ more or less capillary dis- 
tention is usually present. The most 
striking feature of properly prepared sec- 
tions is the wide-spread inundation of all 
the pulmonary structures by an albumin- 
ous fluid, which, in fixed preparations, 
yields a finely granular deposit in the dis- 
tended vesicles and interstitial struc- 
tures (see Fig. 1). Dissociation of the 
septa is often conspicuous. In some 
cases the interstitial swelling is espe- 
cially marked in the submucosa of the 


smaller bronchi and bronchioles, the 
lumina of which are clearly encroached 
upon by the swollen wall. The elastica 
is often stretched and fails to stain with 
its wonted intensity. The subserous and 
interstitial lymph vessels are frequently 
manifestly distended. All the more 
recent observers have shown that Legen- 
dre erred in the supposition that the 
edema was exclusively interstitial. The 
extent of the intravesicular accumula- 
tion varies; in some areas the vesicles 
and bronchioles are fully occupied by 
the fluid and cells; in most sections, 
however, vesicles or even lobules may 





Fic. 1.—Lung, Experimental (Adrenalin) Edema. A, air 
vesicle, practically empty; 2, artery containing a granular 
thrombus; C, lymph space, partly occupied by granular 
material; D, D, intervesicular septa, the connective tissue 
substance of which is dissociated; in some areas an infiltra- 
tion by mononuclear cells is also present. Such elements 
are particularly abundant at the points indicated by the 
leaders from D. 


be found in which the intravesicular 
fluid accumulation is slight. It would 
be an interesting but probably unpro- 
fitable speculation to discuss the method 
by which the fluid gains ingress 
into the air vesicles. It is probably 
poured directly through the alveolar wall, 
although upon this point we possess no 
accurate information. With regard to 
the cells present in the fluid, I had hoped 
in the earlier studies to find these fairly 
constant in character and number (see 
Fig. 2). An extended examination of 
sections shows that the cell-content, both 
intra-alveolar and interstitial, is not al- 
ways qualitatively nor quantitatively the 
same. In some cases the erythrocytes 
are numerous, in others they are scanty, 
and often shadowy. This accounts for 














the difference in the color of the frothy 
mucus extruded from the air passages. 
In a few cases polymorphonuclear leuco- 
cytes are abundant, and in such instances 
bacteria, positively chemiotactic for these 
cells, can usually be demonstrated. Other 
examples of the affection contain fewer 
of the polymorphonuclear type and more 
mononuclear cells, especially the larger 
forms. Detached vesicular epithelium 
is always demonstrable; in some cases 
large cells, apparently of this origin, are 
sufficiently abundant to suggest active 
desquamation. Large vesicular cells 
similar to those described by Pratt®! as 





Fic. 2.—Lung of Rabbit, 
Edema. 
The alveoli are practically filled by a granular material 


Experimental (Adrenalin) 
(Zeiss, 2 mm. obj., proj. ocular; reduced one-half.) 


that stains by acid dyes. The intervesicular septa are 
swollen, and at points conspicuous separation of the fibrous 
and elastic tissues is present. A, air vesicle containing 
granular material; other vesicles are also shown. 3B, B, 
swollen septa; the finely granular material in the inter- 
stitial tissue is evidently the result of precipitation of pro- 
teids by the fixing agents. 


present in croupous pneumonia are 
abundant, but I cannot speak with cer- 
tainty as to their origin. They are fre- 
quently actively phagocytic. Fibrin is 
often found in marked cases but never in 
any quantity; even when gross specimens 
seemed to indicate congelation of a part 
of the contained fluid, careful staining 
failed to disclose any noteworthy quan- 
tity of fibrin; only here and there a few 
straggling fragments of the substance 
could be demonstrated. In some cases 
the larger bronchi are affected, and in 
one marked instance the tracheal mucosa 
manifested evidence of edema. The 


lymph-nodes at the hilum of the lung and 
along the bronchi frequently indicate the 
changes of an intense edema. 


ORIGINAL COMMUNICATIONS. 





223 





It will be observed that the abnormal 
fluid is too richly cellular to be regarded 
as simply a transudate, and, on the other 
hand, rarely contains a sufficient number 
of leucocytes to constitute a frank exu- 
date. As Cohnheim and others have 
noted, the highly albuminous nature of 
the fluid is against the assumption that 
it was purely a transudate—a view also 
inconsistent with its richness in cells. 
Renaut compared it with the serocellular 
exudate observed in urticaria, but proba- 
bly errs in the supposition that its charac- 
ter justifies a belief in its vasomotor ori- 
gin. Rowland’s®* inclination to call it 
an acute inflammatory edema seems, on 
anatomic grounds, to be well taken. 
Dieulafoy®* believes that cases occur in 
which the edema is largely bronchial, 
and others in which the bronchi and ves- 
icular structures are both involved, and 
to these instances he gives the name 
bronchopulmonary edema. The _ condi- 
tion has been described as an epipheno- 
menon of chronic bronchitis, but when 
we recall that bronchial irritation is a 
frequent complication of chronic renal 
and cardiac disease the connection seems 
less intimate than it would otherwise 
appear. 

The symptoms of acute pulmonary 
edema are characterized by suddenness of 
onset, rapid progress with an early fatal 
termination, or relatively quick subsi- 
dence. Death may occur during the first 
attack or may terminate a recurrence. 
Repeated attacks are not uncommon; 
Merklen® observed three seizures in the 
same individual, and Lissaman®* records 
a case in which 72 attacks occurred in 
two and a half years; there were 20 at- 
tacks in twelve months, and a maximum 
of 35 in three months. Hewlett®® 
observed 5 attacks in one patient; all 
followed coitus. Another patient had 
four attacks, and still another ten. Pou- 
lain®* and Potain®® were aware of the 
tendency to recurrences. All of Hew- 
lett’s patients were women, but a general 
survey of the literature does not indicate 
that sex is an important factor. Dieula- 
foy®® was fortunate enough to observe a 
patient from the inception of the disease 
to recovery; the first symptom occurred 
during a physical examination, thereby 
enabling him to follow the signs closely. 
As most of the attacks occur at night 
complete observation is rarely possible. 
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There is usually a rapidly developed 
sense of oppression, something resem- 
bling air hunger, or a feeling that the 
ventilation of the compartment is unsatis- 
factory. The patient seeks an open win- 
dow; the respirations may be at first, or 
for a very brief period, deepened and 
prolonged, but quickly become shorter 
and more shallow, the sense of suffoca- 
tion progresses, the face takes on a 
pinkish, then livid, and finally an in- 
tensely cyanotic hue, the hands and feet 
become cold, and frequently a cold per- 
spiration appears. The sweating is rare- 
ly intense and is often ‘absent. A few 
observers have noted the occurrence of 
intense pain in the chest; in Lissaman’s 
patient the pain was agonizing. The 
rapidity of onset and intensity of the 
respiratory phenomena have led to the 
name acute fulminating pulmonary 
edema, and so rapid may be the progress 
of the affection that in fifteen or twenty 
minutes after its inception death may ap- 
pear impending. In typical cases a con- 
spicuous symptom is the appearance of a 
pinkish, salmon-colored, or more in- 
tensely red expectoration, which led 
Huchard to use the name hemo-edema. 
The frothy fluid seems to be ejected from 
the respiratory passages, and distinct 
cough with expectoration, as ordinarily 
observed, may be absent. The quantity 
of fluid coming from the air passages is 
sometimes enormous; Merklen says it 
may be two liters (approximately one- 
half gallon); Lissaman’s patient ejected 
1260 Cc. (42 ounces) in eight hours. 
Microscopically this fluid contains a 
variable number of red cells, although 
occasionally these elements are absent; 
in the earlier stages leucocytes and epithe- 
lium are not abundant, and rarely in any 
stage are they numerous. Chemically 
the most striking feature is the high albu- 
men content of the sputum. In one of 
Hewlett’s cases analysis showed 7.5 per 
cent of albuminous bodies; the salts 
were 0.728 per cent—that is, about the 
same as in the blood. Mucin was absent. 
In rare cases no expectoration occurs. 
Dieulafoy states that the absence of expec- 
toration is indicative of a severe attack. 

Among the conspicuous symptoms of 
this disease are those referable to the car- 
diovascular system. Huchard believes 


that the more intense the vascular phe- 
nomena the worse the prognosis. In 
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severe attacks the initial rise in arterial 
tension is striking; the average blood- 
pressure in three of Hewlett’s cases was 
213 millimeters. The elevated pressure 
is rarely maintained and in_ severe 
cases the fall may be more rapid than 
the rise; Morély observes that this may 
be taken as an evidence of cardiac fa- 
tigue. The cardiac pulsations at first 
are bounding, then the full elevated. pulse 
rapidly becomes weaker, with progressing 
ventricular exhaustion. At the inception 
of the attack the violent beating of the 
apex and accentuation of the second 
sound may be most conspicuous; as the 
affection progresses, the force diminishes, 
the apex impulse becomes less evident, 
and in severe cases may be impercepti- 
ble. The high tension pulse becomes 
more rapid and weaker, eventually 
thready, and finally almost, if not quite, 
imperceptible. In the case reported by 
Crummer® there was a typical Corrigan 
pulse. The previously intense dyspnea 
grows more marked, cyanosis deepens, 
and brief intervals of unconsciousness ap- 
pear. A rapidly developed delirium and 
also convulsions may occur. The average 
duration of the attack is from three to 
four hours, although death may occur in 
twenty minutes, or recovery by a more 
gradual subsidence of symptoms may 
prolong the paroxysm to twenty-four 
hours, rarely longer. Throughout the 
attack the temperature manifests no 
especially noteworthy character; it is 
usually normal, although Morély has seen 
it attain 104° F. Probably it is influenced 
more by antecedent or concurrent condi- 
tions than by the edema itself, and hence 
when the attack is superimposed on in- 
fluenza, rheumatism, or typhoid, the tem- 
perature phenomena may be regarded as 
manifestations of the associated affection 
rather than a part of the edema. 

The physical signs of the condition 
may be regarded as its most constant 
feature. As the salmon-colored expec- 
toration may be absent the diagnosis 
must be based upon the data obtained by 
percussion and auscultation. The usual 
physical signs of heightened arterial ten- 
sion, discernible in the earlier stages of 
the attack, are rapidly lost, partly as a 
result of changes in tension and progress- 
ing myocardial weakness, but to a greater 
degree because of the progressing inten- 
sity of the pulmonary sounds. Of the 
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latter the first to appear are fine crepitant 
rales which rapidly extend throughout 
the lung, suggesting, as Morély observes, 
the rising tide of the sea. Strumpell 
summarizes the respiratory phenomena as 
hurried, labored, and rattling. Fine, 
crepitant rales are obscured by the loud 
bronchial bubbling. A most striking fea- 
ture of the affection is its influence on 
the percussion note; one would naturally 
expect the progressing inundation of air 
vesicles to be attended by lessened reson- 
ance, but as a matter of fact the reverse 
occurs, for which condition Huchard sug- 
gested the name paradoxic percussion. It 
is probable that this phenomenon is due 
to bronchoplegia and to overdistention of 
lobules with air. This change extends the 
margins of the lungs and reduces the area 
of precordial dulness. 

During the rapid examination of a pa- 
tient a number of possible diagnostic er- 
rors suggest themselves. Like pulmonary 
embolism the symptoms are evolved rap- 
idly and are largely cardiac and pulmon- 
ary. In embolism, however, the physical 
signs do not begin with the symptoms, 
the percussion note never rises, the lesion 
is circumscribed, and the expectoration 
scanty and not albuminous. Often the 
source of the embolus can be found. 
Morély observes that acute asthma and 
acute pulmonary edema are often con- 
fused; in both the symptoms develop and 
subside rapidly, repeated attacks are com- 
mon, and both are especially frequent at 
night; the two affections are character- 
ized by intense dyspnea. In asthma®? 
the pulse is less influenced; cyanosis is 
rarely marked, indeed an ashy pallor is 
common. The prodromal wheeziness and 
respiratory discomfort of an impending 
asthmatic attack are usually absent in 
acute pulmonary edema. Paradoxic per- 
cussion is rarely observed in asthma, and 
auscultation indicates an abnormal dry- 
ness of the bronchi rather than an excess 
of moisture. The asthmatic cough is un- 
productive and expectoration scanty. The 
evidences of a chronic bronchitis are usu- 
ally present, the respirations are not nota- 
bly increased, inspiration is short, and 
expiration prolonged and difficult. The 
expectoration is pearly and viscid, fre- 
quently contains Curschmann’s spirals 
and Charcot-Leyden crystals, and is never 
salmon-colored nor highly albuminous; 
red blood cells are absent. The chronic 
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pulmonary edemas of cardiac and renal 
diseases develop slowly, show no 
paroxysmal characters, are at first local 
and manifestly influenced by gravity, and 
extend slowly; associated cardiac and 
renal diseases are commonly observed. 
The intense chest pain at first suggests 
pleurisy, but the dyspnea, salmon-colored 
expectoration, more deeply seated pain 
not possessing the features of the pleuritic 
stitch, the character and distribution of 
the rales, and the absence of friction 
sound, render differentiation easy. 

To be of any value the treatment of 
this condition must be prompt and ener- 
getic. Grossmann, noting its production 
by muscarine, suggested an antagonist to 
this substance and recommended the use 
of atropine, but those who have tried the 
remedy have found it disappointing; Hu- 
chard believes that atropine intensifies 
the bronchopulmonary paresis, impedes 
diuresis, and is consequently not only un- 
safe, but dangerous. Teissier®? suggests 
that amyl nitrite may be of value, but I 
know of no one who has tried it. Digi- 
talis, or better digitalin, camphor in the 
form of camphorated oil, caffeine, or hy- 
podermics of ether may be tried. Flint®* 
recommends hydragogue purgation, dry 
cups to the chest, and sinapisms; the hot 
air bath may be advised and oxygen some- 
times affords marked relief. Huchard dep- 
recates the use of vesicatories and other 
forms of counter-irritation largely because 
of their depressing influence on the renal 
excretion. All authors who have tried the 
remedy commend bloodletting as the sur- 
est, safest, and the most prompt measure 
for combating acute pulmonary edema. 
It removes toxic substance, lowers the 
venous tension, rapidly lessens the pres- 
sure on the right side of the heart, and, 
therefore, diminishes the ‘cardiac embar- 
rassment, antagonizes any tendency to 
pulmonary congestion, and exerts a sorbe- 
facient influence on any exudate in the in- 
terstitial tissue of the lung. The quan- 
tity of blood withdrawn must be deter- 
mined by the tension and the ability of 
the patient to withstand its loss; Huchard 
advises the extraction of 300 Cc. (10 
ounces) to 400 Cc. (13 ounces). Tap-. 
ping the right ventricle has been sug- 
gested. The earlier phlebotomy is prac- 
ticed the better the results. If not re- 
sorted to promptly the period in which 
the most striking and greatest benefit is 
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to be expected rapidly passes. Wet and 
dry cups are less efficient than the free 
and more rapid withdrawal of blood from 
a vein. Caffeine, strychnine, musk, cam- 
phor, digitalis, ether, and alcohol are use- 
ful to supplement the good effects of 
bleeding, but cannot in any way be re- 
garded as substitutes. Bouveret®* in ad- 
dition to bleeding recommends large doses 
of alcohol, the subcutaneous use of ether 
and caffeine, and drastic purgation. 

A knowledge that the attacks are likely 
to recur and may at any time prove fatal, 
at once suggests the importance of pre- 
cautionary measures advantageously 
based on the treatment of any predispos- 
ing or more active etiologic condition 
upon which they depend; especially is this 
true of cases in which the underlying con- 
dition is chronic cardiac or renal disease, 
or arteriosclerosis. Huchard lays partic- 
ular stress on the constant supervision of 
the renal functions, and on account of its 
great value in cardiovascular and renal 
diseases strongly advises the use of a milk 
diet. The iodides, which have been re- 
garded as of especial value in arterio- 
sclerosis, should be used with caution. The 
patient must be guarded against cold, 
exposure, overexertion, and dietetic, alco- 
holic, and sexual intemperance. In these 
cases Brouardel® has called attention to 
possible medicolegal complications. 
Should a patient promptly succumb after 
any form of treatment, or after an alco- 
holic debauch, cold or exposure, the sug- 
gestion of poison may be raised. For his 
own protection it is important that the 
attending physician, immediately _ upon 
recognition of the malady, should apprise 
the relatives and friends of the unfavor- 
able prognosis and the imminent danger 
of a sudden or at least rapid fatal ter- 
mination. 

BIBLIOGRAPHY. 

1. British Medical Journal, Jan. 2, 1904, p. 1. 

2. Lectures on General Pathology, Sydenham 
Translation, 1889, p. 528. 

3. De l’Auscultation médiate, 1819, vol. ii. 

4. Commentaires a la 4e edition de Laennec, 
1837. 

5. De l’cedéma aigu du tissue cellulaire du 
poumon qui succéde a la scarlatine, 1846. 

6. Lehrbuch der path. Anat., 1861, Bd. iii, 
3 tel f. Exper. Path. u. Pharmacol., 1885, 
Bd. xix. 

8. Zeit. f. klin. Med., Bd. xii, xv, xvi. 

9. Virchow’s Arch., 1878, 1xxi. 

10.C. R. Acad. des Sci., Dec. 1, 


928. 
11. American Medicine, 1904, vol. viii. 


1902, p. 





THE THERAPEUTIC GAZETTE. 


12. Virchow’s Arch., Bd. xxx, p. 534. 

13. Untersuchungen uber die lungenentzun- 
dung. 

14. Inaug. Diss., Zurich, 1889. 

15. Correspbl. f. Schweitzer Aerzte, 1891. 

16. Arch. de Méd., 1895. 

17. Lancet, Jan. 11, 1902. 

18. Bull. de Vacad. de Méd., 3me, S. 1897, t. 
XXXvii, p. 509. 

19. C. R. Soc. de Méd. des Hép., 1890; Bull. 
de l’acad. de Méd., 3me, S. 1897, t. xxxvii, p. 
492. 

20. Lancet, July 8, 1903, p. 141. 

21. British Medical Journal, July 10, 1886, p. 
65. 

22. Bull. de Vacad. de Méd., 3me, S. 1897, t. 
XXXvii, p. 557. 

23. Bull. de Vacad. de Méd., 3me, S. 1897, t. 
XXXvli, p. 562. 

24. Union Médicale, 1879. 

25. Deut. med. Woch., 1894, No. 37. 

26. De l’coedéma aigu du tissue cellulaire du 
poumon qui succéde de la scarlatine, 1846. 

27. Lecons de clinique Méd. de Nancy, 1877. 

28. Pathol. u. Therapie d. Nierenkrankheiten, 
2 Aufl, p. 196. 

29. Ziemssen, Cyclopedia of the Practice of 
Medicine, English Translation, vol. v, p. 271. 

30. Arch. gén. de Méd., 1879. 

31. Thése de Paris, 1884. 

32. Cliniques de la Pitié, vol. i, p. 567. 

33. La Méd. Moderne, Mav 13, 1903, p. 145. 

34. Contribution a l’etude de la cedéma aigu 
du poumon: Thése de Paris, 1873. 

35. Soc. Med. des Hop., March 5, 1905; La 
Presse Méd., March 8, 1905, p. 151. 

36. American Journal of the Medical Sciences, 
April, 1895, p. 425. 

37. XIIIe Congrés Internat. de Méd., 1900. 

38. Text-book of the Practice of Medicine, 
American Translation, 1901, vol. i, p. 123. 

39. Arch. f. Expér. Path., Bd. xii, xv, xvi. 

40. Zeit. f. klin. Med., Bd. xii, xv, xvi. 

41. Centralbl. f. Alig. path. u. path. Anat. 
1895; references to previous articles. 

42. Albany Medical Annals, Aug., 1901. 

43. Revue de Méd., 1890, vol. x, p. 241. 

44. Gaz. des H6p., Oct. 2, 1897, p. 1101. 

45. Riesman: American Journal of the Med- 
ical Sciences, April, 1902. 

46. Jougla: Revue Méd. de Toulouse, 1879. 

47. Trans. Clin. Soc. of London, 1893, vol. 
XXvi, p. 43. 

48. Arch. gén. de. Méd., Oct., 1895. 

49. Thése de Lyon, 1887. 

50. Gaz. des Hép., April 29, 1887, p. 552; Bull. 
de l’acad. de Méd., 3me, S. 1897, vol. xxvii, p. 
557. 

51. Contributions to the Science of Medicine 
by the Pupils of William H. Welch, 1900, p. 
265. 

52. Lancet, Jan. 25, 1902, p. 225. 

53. Clin. Méd. de l’Hotel-Dieu de Paris,,1898, 
vol. i, p. 23. 

54. La Méd. Mod., May 13, 1903, p. 145. 

55. Lancet, Feb. 8, 1902. 

56. Intercolonial Medical Journal, Dec. 22, 
1903, p. 611. 

57. La Presse Méd., Dec. 24, 1898. 

58. La Sem. Méd., 1898. 

59. Bull. de Vacad. de Méd., 3me, S. 1897, 
tome xxxvii, p. 510. 

60. Northwestern 
203. 

61. See also von Rieckhoff, Inaug. Diss. 
Miinchen, 1904, on the relation of asthma and 
lung edema. 


Lancet, June 1, 1902, p. 











ORIGINAL COMMUNICATIONS. 


62. La Presse Méd., Aug. 11, 1900, p. 101. 

63. Treatise on the Principles and Practice of 
Medicine, 1873, 4th edition, p. 256. 

64. Revue de Méd., 1890, vol. x, 241. 

65. Discussion of Huchard’s paper, Gaz. des 
Ho6p., April 29, 1897; also Bull. de Vacad. de 
Méd., 3me, S. 1897, vol. xxxviii, p. 509. 





THE MENOPAUSE IN FABLE AND IN 
FACT. 
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The word menopause means the cessa- 
tion of the catamenia, but it is commonly 
used to comprehend the whole process of 
senile involution of the generative or- 
gans. Unfortunate as this use of the 
term is, it is firmly established in our 
common professional speech, and we must 
probably continue its use as denoting the 
whole process, and in defiance of its strict 
significance. It will be so used here. 

In the minds of the laity, and too often 
by the profession, the whole climacterium 
has been identified with the cessation of 
the catamenia, in oblivion of the fact that 
this is only one point, and by no means 
the most important point, in a long-con- 
tinued process. The menopause is, in 
fact, a process of involution which lasts, 
from its inception to the final atrophy of 
the organ, over a period of from five to 
ten years, or more, and which extends 
anatomically from the perineum and 
vulvovaginal glands to the breasts and 
even to the ultimate physiology ot the 
nervous and_ circulatory peculiarities 
which arrange the monthly cycle and play 
so intimate a part in the whole physiology 
of the woman during all the central pe- 
riod of her life. During some point of 
this process of involution the catamenia 
stops. 

All this is universally accepted, and 
would be too trite for mention were it 
not so often ignored in our daily thought. 
By no means so trite is the fact that this 
process of involution which we have come 
to call by the very superficial name of the 
menopause is, under normal circum- 
stances, always so gradual in its course as 
to cause no symptoms of moment. 

The menopause, like the other great 
changes in the sexual organism, puberty 
and pregnancy, and like the catamenial 
week, is a time when the physiology of 
the woman is normally slightly more un- 
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stable than during the other portions of 
her life. In the menopause, as in puberty 
and pregnancy, and in the catamenial 
week, there is then likely to be under the 
most normal circumstances some slight 
increase of feminine instability, and in the 
menopause some slight vasomotor dis- 
turbances are within the normal limits, 
More than very slight general nervous- 
ness and nervous excitability of circula- 
tion (flushing) should, however, always 
awaken suspicion of some pathological 
cause. The slight disturbances will be 
most often seen in the cases in which the 
catamenia disappear abruptly, and beyond 
these there should be no symptoms in the 
normal menopause. 

Contrast this with the tradition so gen- 
erally accepted by the laity, and by too 
many of the profession, that any nervous 
or circulatory disturbance, or indeed any 
chronic ailment whatsoever, that occurs 
between thirty-five and fifty may be 
safely attributed to the menopause; and 
he who has learned to search out cause 
and effect is often horrified at the amount 
of unrelieved suffering which can _ be 
traced to this so generally accepted dog- 
ma. 

The menopause is in fact a time of 
instability, a time when genital lesions 
which have heretofore caused few or 
slight symptoms may begin to make dis- 
turbances of importance, but it may be 
safely taken as a general truth that every 
definite symptom of pelvic origin which 
appears at the menopause has a given 
lesion to account for it—.e., that with 
perfect pelvic organs the years of the 
menopause will pass pleasantly by with 
little or nothing to call the woman’s atten- 
tion to it, save the cessation of the cata- 
menia. 

On the other hand, it must be insisted 
upon that relatively slight lesions may at 
this period initiate processes of real im- 
portance, or may at least cause symptoms 
of importance; which symptoms usually 
take the form either of greatly increased 
nervousness, pelvic pressure or bearing- 
down sensations, actual pelvic pain, or 
irregular or increased flow. All of these 
are abnormal, can in most cases be re- 
ferred to a definite pelvic cause, and 
should always attract attention, because 
they can usually be relieved by an intel- 
ligent understanding of the class of 
lesions to which each class of symptoms 
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may be intelligently referred. These var- 
ious symptoms of course may, and 
usually do, appear in more or less com- 
bination with each other, but since each 
class of symptoms has a class of lesion 
which is usually associated: with it as 
cause and effect, it is conducive to clear- 
ness to discuss them for the moment as 
though they usually appeared alone. 

Exaggerated Nervousness and Vaso- 
motor Disturbances.—Remembering that 
the first characteristic of climacteric ner- 
vousness is that it takes the type of an 
exaggeration of the typical feminine in- 
stability of temperament, it will be at once 
seen that in those of neurotic inheritance 
or temperament, hysteria and even men- 
tal troubles are more likely to occur then 
than at the more stable periods of life, 
and throughout the menopause the impor- 
tance of the congenital neurotic element 
must always be especially borne in mind; 
but per contra, it must never be forgotten 
that this very instability makes the class 
of pelvic lesions which are capable of 
producing the nervous disturbances of 
the period just so much the more impor- 
tant, and to be: weighed as such by the 
wise clinician. 

The local lesions, which are especially 
to be suspected as the cause of the ner- 
vous disturbances in the menopause, are 
those which are capable of interfering 
mechanically with the process of involu- 
tion of the organs, and especially with the 
decrease in the size of the uterus. Many 
lesions may make nervousness in connec- 
tion with other symptoms, but the most 
common among those which are likely to 
make nervousness alone are the cicatricial 
plug about an everted laceration of the 
cervix, and small new growths in the 
lower part of the cervix or uterus. 

The point which gives importance to 
the cervical plug is that in its presence, 
as involution progresses the body de- 
creases in size more rapidly than the cer- 
vix. When this condition (a large and 
lacerated cervix with a partially involuted 
body) is found on physical examination, 
in connection with exaggerated climac- 
teric nervousness (including vasomotor 
disturbances), the symptoms may be re- 
lieved almost infallibly by the careful 
excision of the plug and the repair of the 
resulting wound by trachelorrhaphy or 
amputation. 

Large growths in the uterus may, and 
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often do, increase the nervous disturb- 
ances of the menopause, but such growths 
have an importance of their own, and are 
hardly germane to this subject. That 
they do not always cause increased ner- 
vousness is probably due to the fact that 
the increased vascular supply, due to their 
presence, is the opposite of the normally 
decreased supply of involution and pre- 
vents the senile contraction of the tissues 
about them. What is important here is 
that small growths, which would ordi- 
narily attract but little attention, may at 
this time cause exaggerated nervousness 
by their mechanical interference with the 
involution of the organ and the increased 
tensions which result. 

Such causes as these should always be 
looked for in the exaggerated nervous- 
ness of the menopause, and the search 
means care; but it should not be forgot- 
ten that the decision as to the importance 
of what is found means judgment. It 
is rare to find absolutely normal pelvic 
organs. We should weigh carefully the 
connection between the lesion and symp- 
tom before deciding on the treatment, 
which is usually operative, and in this 
connection we may recur safely to the 
general rule given above, that the lesion 
which produces the increased nervousness 
of the menopause without other symp- 
toms must usually be one which is capa- 
ble of mechanically interfering with the 
normal decrease of the uterus by senile 
inv’ ‘ution. 

Dragging and Bearing-down - Sensa- 
tions—These symptoms, which so fre- 
quently occur or increase in prominence 
during the early years of the menopause, 
are rare in nullipare, and are usually the 
result of loss of support from obstetric 
laceration. 

It would seem that this class of cases 
needed but little remark. Yet consultant 
experience shows that certain errors of 
comprehension are so common that they 
may well be mentioned. 

The most important points are these: 

First, it is the rarest of all events when 
a woman bears a child without incurring 
one or more lacerations, and it is impossi- 
ble to judge beforehand which laceration 
will cause loss of support and which will 
not. The smallest may cause trouble, 
while quite extensive tears may not. 

Secondly, primary repair, however 
carefully done, and although we must 
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agree it should always- be attempted, 
rarely, if ever, yields results so good as to 
insure the patient permanently against 
symptonis. 

Thirdly, women who have for many 
years been free from trouble after lacera- 
tions will often develop loss of support 
during the early years of the menopause, 
while others who have been so troubled in 
a mild degree may cease to notice it at 
this time, especially if carefully looked 
after. 

To understand these last facts we must 
remember the physiology of involution. 
In involution the tissues simultaneously 
lose muscular strength, and shrink in size 
and weight; but these changes, which 
should counterbalance each other, do not 
always appear with equal promptness or 
in equal degree. When the loss of mus- 
cular tonicity precedes or exceeds the loss 
of weight, sagging and loss of support 
follow. When the contrary is the case, 
when loss of weight precedes the loss of 
tonicity, the previously gaping vulva may 
draw up as involution proceeds; but this 
latter result is to be expected only in the 
minor degrees of protrusion, and seldom 
in them unless the woman is under care. 
If during the early years of the meno- 
pause a heavy uterus and vagina are held 
in place by a small pessary, nature will 
often do all that is required and make the 
senile organs sufficient for their own sup- 
port. If, on the other hand, a prolapse of 
the vaginal wall, or a sagging uterus, is 
allowed to remain in this position until 
the muscular tissues lose tone, the devel- 
opment of the protrusion becomes increas- 
ingly rapid. The tissues as a whole 
speedily lose resilience, and an extensive 
process of repair is not only necessary, but 
becomes increasingly difficult with the in- 
crease of involution. It is too little re- 
membered that while the actual cessation 
of the catamenia occurs, as a rule, in the 
earlier or middle forties, the process of 
involution begins usually by forty and 
often at thirty-eight or under, and it is 
surprising how often resiliency is lost in 
these earlier years. 

Not every beginning loss of support 
needs operation when observed at this 
time of life. In many cases minor meas- 
ires may so guide involution as to restore 
the normal balance; but it never must be 
forgotten that, when this balance has 
been lost and plastics become necessary, 
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repairs which at thirty-nine or forty would 
be trivial and sure of a result may, and 
probably will, but a very few years later, 
be extensive, difficult, and far from cer- 
tain to be permanent. Tissues which 
have lost resiliency will sometimes go on 
stretching and reéstablish prolapse, after 
even the best of plastic results. 

The profession should teach their pa- 
tients, as a general rule of practice, that 
all women who have borne children 
should be inspected when the period of 
probable child-bearing is over: first, that 
the beginning of the process of loss of 
support may be observed and corrected 
by whatever means may be necessary; 
secondly, that they may enter on this 
period of life with the organs otherwise 
in such a condition as to make it probable 
that they will be free from symptoms. 

The routine inspection of all parous 
women at the beginning of the menopause 
is certainly along the lines of modern pre- 
ventive medicine, and is as certainly 
productive of the greatest good. 

In the absence of congenital neuroses, 
normal pelvic organs mean _ essentially 
normal health throughout the menopause, 
a dictum which cannot be too much in- 
sisted on. 

Pelvic Pains.—Distinct pelvic pain ap- 
pearing at the time of the menopause is 
usually a sequel to old and often healed 
inflammatory affections pressed or 
dragged upon mechanically by the 
decreasing organs. It is sometimes the 
result of a mere exaggeration or 
inequality of involution. The most fre- 
quent cause of such pain is found in cases 
in which an ovary or tube has become 
adherent high, and is dragged upon as the 
broad ligaments, uterus, and vagina 
shorten in length while the adherent 
organ is unable to leave its position. Such 
traction may exceptionally result in the 
lighting up into suppuration of old and 
long quiescent inflammations, but the 
change far more often results in the pro- 
duction of a distinctive pain. This pain 
appears in the late thirties, is at first 
slight, and only noticed after muscular 
exertion, but becomes increasingly con- 
stant, and may become _ exceedingly 
severe. It is often aggravated by 
motion, it is usually referred to one broad 
ligament or hip, and in some instances is 
associated with that part of each step in 
which the body weight is borne on the 
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affected side. Such cases often reach the 
hands of the gynecologist only after long 
and unavailing treatment by the ortho- 
pedist. On examination there is usually 
little to be found by the touch except a 
sharp tenderness at the spot to which pain 
is persistently referred, and on high recto- 
vaginal examination a marked tension of 
the ligaments (especially on the affected 
side) is discovered, which usually disap- 
pears under ether. The minor degrees 
of this affection are not uncommon, can 
be met by minor treatment, and are fre- 
quently recovered from spontaneously, as 
the circulation and nervous supply of the 
organs decrease with involution; but 
when this does not occur the affection is 
often steadily progressive, the pain is 
often excruciating, and the patient be- 
comes practically bedridden. The divi- 
sion of the affected ligament is the only 
remedy, though an intra-abdominal am- 
putation of the senile uterus may be neces- 
sary to completely break up the band. 
This operation is easy and harmless, and 
is followed, in the cases in which it be- 
comes necessary, by the most astounding 
relief. 

A similar, very common, and usually 
unrecognized: affection should be men- 
tioned in passing—that of senile oblitera- 
tion of the cervical canal with retention 
of the uterine secretions. It is usually 
seen in nulliparous women, almost always 
married. Its symptoms are pruritus vul- 
ve, with a slightly or extremely offensive 
odor. It is usually accompanied by slight 
senile vaginitis, but this is not constant 
and the secretions are often normal or 
scanty. It usually appears during the 
later years of the menopause. If it is 
allowed to progress untreated the cervical 
canal gradually closes, the pruritus be- 
comes intermittent and finally ceases, but 
the patient is usually for many years the 
subject of an exaggerated nervousness 
(t.¢e., the symptoms are the result of at 
first a partial and later a complete reten- 
tion of the uterine secretions). The diag- 
nosis is easily made by the attempt to pass 
a probe through the cervical canal of the 
partially involuted uterus, and this exam- 
ination should be made whenever pruri- 
tus appears in a woman who is undergoing 
the latter half of the menopause. The 


treatment is dilatation of the cervix under 
ether, with or without a curettage as cir- 
cumstances may dictate. 
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Flowing.—The profession have of late 
years learned what unfortunately the 
laity have not, that increased flowing, at 
or about the time of the menopause, is 
never normal and is always pathological. 
The profession have learned the impor- 
tance of this symptom in its relation to 
the diagnosis of early malignant disease, 
but even the profession have learned little 
more than this. 

Increased flowing at the menopause is 
due either to endometritis, with or with- 
out a malposition, or to the existence of 
new growths, benign or malignant. The 
one point which it is all-important to re- 
member is that an increase of flowing in 
the early forties is always pathological 
and always a sufficient reason for an im- 
mediate physical examination. 

If the uterus is found in normal posi- 
tion, and of normal size or smaller, it is 
probable that the pathological condition 
present is a mere endometritis, and the 
milder grades of this will usually disap- 
pear with the advance of involution. It is 
proper then, in such cases, to temporize 
for a time under the use of the ordinary 
medicinal oxytocics, resorting of course 
to a curettage if these fail. 

New growths may be benign or malig- 
nant, and the latter are of especial impor- 
tance in this connection, from their well- 
known tendency to appear at this time of 
life; but the importance of their early 
diagnosis is now so well understood that 
it is perhaps unnecessary to dwell upon it. 
There is, however, still much misconcep- 
tion of the management of benign new 
growths, and especially of fibroids, dur- 
ing the climacterium. The theory of 
twenty years ago, that all fibroids, and 
one might almost say all large new 
growths of the uterus, tend to disappear 
during the progress of the menopause is 
wholly unfounded, and the adherence of 
the profession to this false dictum is con- 
stantly productive of the most disastrous 
results to their patients. It is an un- 
doubted fact that some fibroids gradually 
lessen and disappear with the involution 
of the uterus, but what is more important 
is the undoubted fact, familiar to every 
surgeon but too little appreciated by the 
medical side of the profession, that many 
fibroids take on a rapid increase of 
growth during the menopause, and that 
these, though for the time benign, always 
contain centers of spindle-cell degenera- 
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tion within themselves, and if they are left 
in situ the sarcomatous spots always in- 
crease and in the end reach the surface 
and produce generalized malignant dis- 
ease of the sarcomatous type. Even those 
which have apparently wholly disap- 
peared during the menopause occasionally 
reappear as malignant growths. 


No absolute general rule can_ be 
laid down for the management of 
fibroids; every wise clinician knows 
that there will always be cases in 


which, under the consideration of the 
case as a whole, it will be well to 
leave decreasing fibromata untouched, 
and under observation. But it may be 
said with absolute confidence that all 
women who are known to be the subjects 
of uterine fibroids should be kept under 
close observation during the climacteric 
period; that increasing tumors should at 
once be subjected to operation; and that 
the drift of surgical opinion is steadily 
toward the view that their removal has 
now become so safe, and their dangers 
both to life and health are now known 
to be so many, that we should tend toward 
the rule that fibroids should be removed 
whenever found. To this rule there are 
exceptions, but they should be few. It 
should at all events never be forgotten 
that many fibroids take on an increase 
during the climacteric period, and that 
these always end as malignant disease. 

It will be recognized by every one of 
experience that the clinical course of 
actual cases seldom follows along the line 
of so sharply drawn a classification as has 
been made above, but sharply drawn con- 
trasts often lead to clear perception, and 
the proper diagnosis and management of 
mixed cases are best arrived at by a clear 
understanding of their separated ele- 
ments. 

It must be equally clear that a complete 
discussion of the phenomena of the meno- 
pause could be reached only in an ex- 
tended monograph, while this article has 
been but an.attempt to call attention to 
the falsity of some long-loved dogmas 
and to contrast them with the more mod- 
ern views. 

In the absence of congenital neuroses 
normal pelvic organs mean essentially 
normal health throughout the menopause. 
The presence of exaggerated nervousness 
means either a congenital neurosis or 
some local lesion. The appearance at this 
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time of other localized symptoms is al- 
ways the result of a localized lesion, 
which may, however, have long been 
existent, and without causing symptoms, 
until the local changes and characteristic 
instability of the climacteric period bring 
it into prominence. 
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With the introduction of calorimetric 
methods into the treatment of diabetes a 
new danger has arisen, viz., the substitu- 


_tion of a modern ultra-scientific routine 


for the old-fashioned and venerable, but 
altogether unscientific, routine of feeding 
every diabetic on a diet containing no 
starches or sugars. 


SCIENCE AND ART IN THE TREATMENT OF 
DIABETES. 


To determine merely the calories! of 
the food, to subtract from them the 
calories lost in the urinary sugar, to de- 
termine from these figures the caloric 
deficit, and then to replace the loss of 
calories by feeding vicariously with any 
of the different foodstuffs according to 
their caloric value—that is the problem 
as it presents itself to the scientific worker. 

The following metabolic study of a 
case of diabetes (quoted from Croftan, 
“Clinical Urinology,” page -73 ff.) may 
serve as the prototype of such a calcula- 
tion: 

“Case 21.—Mrs. W. P. Weight 60 
kilos. Calories required for adequate 
nutrition, 60x35 = 2100. Average diet 
on six successive days: 








i, eee 150 g. x 4.1= 615.0 cal. 
Carbohydrates 190 g. x 4.1= 779.0 cal. 
Bee  hwcscanes 110 g. x 9.8=1023.0 cal. 

2417.0 cal. 


Average daily sugar 
excretion ...160 g. x 4.1= 656.0 cal. 





Resulting food value only. .=1761.0 cal. 


1A “calorie” is that amount of heat that is required 
to raise the temperature of 1 kilo (scil. 1 liter) of 
water one degree (Celsius). Each article of food from 
the time it enters the body until it leaves it again in the 
form of highly oxidized terminal products develops a 
definite amount of heat or energy or labor that may be 
expressed in calories as follows: 


1 gr. of proteid furnishes...... 4.1 cal. 
1 gr. of carbohydrate furnishes.4.1 cal. 
1 gr. of fat furnishes.......... 9.3 cal, 


It is also known that every normal adult requires 
from 30 to 35 calories per kilo of body weight per day 
to maintain nutrition equilibrium, and that these calories 
can be furnished vicariously (in theory!) by any of the 
three classes of food. 
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“Instead of receiving, therefore, the 
full caloric value required, i.e., 2100 
calories, the patient, owing to the loss of 
sugar, only received 1761.0 calories, al- 
though the diet represents 2417.0 
calories. This represents a deficit of 
2100 — 1761 = 339 calories. And these 
deficient calories must be supplied from 
the destruction of the-patient’s proper 
tissues. 

“One can further readily calculate what 
proportion of this deficit is made good 
from the albumin of the patient’s tissues, 
which from the fat, and the diet can be 
regulated accordingly. All one has to 
do is to determine the output of nitrogen 
intake (food nitrogen). 

“This patient, for instance, received in 
the daily diet 150 g. of albumin, and as 
albumin contains 16 per cent of nitrogen, 
this amount contained 24.0 g. of nitro- 
gen. On this diet the patient excreted a 
daily average of 23.7 g. of N. in the 
urine, and of 3.1 g. of N. in the feces, 
making the total N. output 23.7 plus 3.1 
equals 26.8 g. of N. 

“The N. output, therefore, is greater 
by 2.8 g. (26.8 — 24) than the N. in- 
take, and this excess must have been de- 
rived from the patient’s own albumin. 
As 2.8 g. of N. are contained in 17.5 g. 
of albumin (***"" — 17.5) and 17.5 g. 
of albumin can produce 71.75 calories 
(17.5 x 4.1 = 71.75), there remain only 
268.25 (339 — 71.75 = 268.25) of the 
339 deficient calories to be accounted for. 
As these must be derived from the pa- 
tient’s fat, one can readily determine by 
dividing 268.25 by 9.3 (the caloric value 
of one grain of fat) that 28.8 of the pa- 
tient’s fat were consumed. 

“The patient, therefore, on a diet 
valued at 2417 calories—i.e., consider- 
ably more than the calculated value neces- 
sary to nourish a normal subject of 60 
kilos (2100 cal.)—lost 17.5 g. of her own 
albumin and 28.8 g. of her own fat.” 

For the clinician the proper treatment 
of the case has only begun when the 
metabolic study is completed, for to him 
individual peculiarities and divers com- 
plicating factors that determine deviations 
from the metabolic schedule must be in- 
cluded in the calculation. 

It is moreover impossible for the general 
practitioner to perform these metabolic 
studies in each case; he has neither the 
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time nor the facilities, nor in many in- 
stances the chemical training; besides, un- 
fortunately, very few patients will sub- 
mit to a test that requires several days 
of rigid supervision and control. So 
that from a practical standpoint the prac- 
tician must rely on certain general rules 
that have been deduced from such meta- 
bolic studies carried out by others. 

Four points in particular seem to me 
to be of especial practical value, as they 
may guide the practitioner away from 
the paths of routine and still enable him 
to remain within the limits of safety. 

These four points may be discussed 
under the headings: (1) The danger of 
too much meat. (2) The danger of too 
little carbohydrate. (3) Some errors of 
fat feeding. (4) Experiences with oat- 
meal, rice, potato, and milk “cures” in 
diabetes. 

1. The Danger of Too Much Meat.— 
The fact is not sufficiently appreciated 
that albumen may become a very prolific 
source of urinary sugar. Inasmuch as 
the main object in the treatment of dia- 
betes is after all to reduce the excess of 
sugar in the blood and the urine (in so. 
far as this object can be accomplished 
without impairing the patient’s general 
nutrition—see below), the administration 
of large quantities of meat may neutralize 
the good effects expected from the with- 
drawal of carbohydrates. That meat 
actually leads to sugar excretion in dia- 
betes can readily be demonstrated; for 
when all the carbohydrates are with- 
drawn in severe cases of diabetes the pa- 
tients still continue to excrete abundant 
sugar, and the amount of this sugar can 
be directly influenced by the amount of 
albuminous food given by mouth; in 
many cases it is well known that the 
sugar excretion only stops when the 
amount of meat is considerably reduced. 
Further, it can be shown that withdrawal 
or reduction of meat appreciably in- 
creases the tolerance for carbohydrates 
even in mild cases of diabetes, and that 
inversely much meat reduces ‘it. The fol- 
lowing example may illustrate the latter 
point : 

“The patient was receiving in his daily 
diet an amount of meat and other nitro- 
genous food that led to the excretion in 
the urine of 12 g. of nitrogen on 100 g. 
of white bread. The urine contained no 
On the following day the pa- 


sugar. 
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tient was given an amount of albuminous 
food leading to the excretion in the urine 
of 32 g. of nitrogen, and again the same 
amount, viz., 100 g. of white bread. Re- 
sult: The excretion of 46 g. of sugar. 
When the albumen was again reduced the 
sugar excretion stopped.” 

It is further ‘easily determinable that 
if too much meat is given for a long time 
the tolerance for carbohydrates becomes 
permanently reduced. This is a real 
danger, for by this practice a light case 
of diabetes may occasionally become con- 
verted into a severe one. 

The second great danger of excessive 
meat feeding is that it favors the de- 
velopment of acidosis in two ways. In 
the first place the disassimilation of much 
albumen always leads to an acidulation of 
the blood stream, because in process of 
catabolism the sulphur and phosphorus of 
the albumen molecule are oxidized to 
sulphuric and phosphoric acids. The 
chief action of albumen, however, in pro- 
ducing acidosis lies in another direction, 
viz.: Among the products of meat disas- 
similation are many nitrogenous bodies 
of an acid character that are normally 
promptly oxidized to urea and other neu- 
tral terminal bodies. This oxidation one 
must imagine takes place only when a cer- 
tain amount of the circulating sugar is 
undergoing combustion. One can best 
illustrate this idea by saying that the com- 
bustion of sugar kindles a flame at which 
the intermediary products of albumen 
metabolism must be lighted if they are 
to burn. If now, as in diabetes, the 
kindling of this flame is interfered with 
because the sugar-destroying mechanism 
is diseased, then these intermediary acid 
bodies also remain unburned and con- 
tinue to circulate. Thus, abnormal acid 
degradation products, chief among them 
oxybutyric acid, diacetic acid, and ace- 
tone, remain in the circulation. The 
more meat is eaten, therefore, and the 
less carbohydrate is consumed, the greater 
the danger of acidosis. 

That all this is true can best be shown 
by withdrawing carbohydrates from the 
diet of a normal individual. Within a 
few days acetone and its congeners will 
appear in the urine and the acidity of the 
blood will become increased. As soon as 
carbohydrates are again administered, 
the acetonuria and the acidosis will 
promptly disappear. 
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This leads directly to the second point, 
viz. : 

2. The Danger of Too Little Carbo- 
hydrate-——The chief danger incident to 
the complete withdrawal of carbohydrates 
is the one just spoken of, viz., acidosis, 
and hence coma. When the carbohy- 
drates are completely withheld the or- 
ganism is forced to manufacture carbo- 
hydrate groups from its own tissues, 
chiefly the albumens. This abnormal de- 
gradation becomes manifest in the urine 
by the appearance of quantities of nitro- 
gen that are in excess of the nitrogen in- 
gested; under these circumstances nitro- 
gen equilibrium can only be established 
if large quantities of meat are given to 
replace this loss, a practice that, as we 
have just seen, is dangerous. The ap- 
pearance, therefore, of a large excess of 
nitrogen in the urine is a danger-signal ; 
it means by implication that the body is 
consuming its own tissues and_ that 
acidosis is probably impending. The lat- 
ter suspicion in such cases is generally 
borne out by the appearance together 
with much nitrogen of acetone bodies and 
a large proportion of ammonia salts in 
the urine. 

It is surprising how often the adminis- 
tration of a little carbohydrate in cases 
that are on a rigid diet, or of some more 
carbohydrate in cases that are receiving 
only small quantities of carbohydrate, 
will cause all these dangerous phenomena 
to disappear. This does not unfor- 
tunately apply to all cases of very severe 
diabetes, for here often nothing can arrest 
the destruction of the patient’s own tis- 
sues. But in the cases of medium severity, 
and in the mild cases, the feeding of 
enough carbohydrate is a necessary and 
a very valuable measure, inasmuch as it 
protects the albuminous tissues of the pa- 
tient’s own body from destruction. 

All this teaches how important it is to 
determine the tolerance or the so-called 
boundary of assimilation for carbohy- 
drates in each case of diabetes. This can 
be done very easily as follows: 

The patient is placed for three or four 
days upon a diet containing no starchy 
or sweet foods whatever. If at the end 
of this time the urine is sugar-free, then 
100 grammes of bread are given in 
twenty-four hours; assuming that the pa- 
tient even on this ration of carbohydrates 
fails to excrete sugar, then 200 grammes 
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of bread are given the next day. If now 
the patient passes some sugar on this 
amount of bread, then his boundary of as- 
similation for carbohydrates lies between 
100 and 200 grammes of bread or its 
equivalent in other carbohydrate foods. 
The latter can be determined by consult- 
ing tables that show these equivalents. 

In such a case it is bad practice to with- 
hold all carbohydrate, and the patient 
should receive in his daily diet not less 
than 100 grammes and not more than 
200 grammes of carbohydrate food. If 
this is done the dangerous complications 
enumerated above can often be avoided. ° 

If, on the other hand, the complete 
withdrawal of carbohydrates for two or 
three days does not lead to the disappear- 
ance of all the sugar from the urine, then 
the albuminous foods should be reduced 
and the deficit replaced by fats, and again 
in part by carbohydrates. For it will be 
found in many cases, as stated above, that 
with the reduction of meats the tolerance 
for carbohydrates increases again, so that 
a patient who passes sugar on much meat 
and no carbohydrate may occasionally be 
found to pass no sugar on less meat and 
a little carbohydrate. The latter mode of 
feeding, for reasons that need not again 
be explained, is by far the safer one of 
the two. 

Finally, it may occasionally be far bet- 
ter practice to let the patient pass a little 
sugar and maintain his nutritive equilib- 
rium—i.e., his weight and a balance be- 
tween nitrogen intake and output—than 
to render his urine altogether sugar-free 
and have him consume his own tissues, 
with all that that entails. We are here 
forced to choose the smaller of two evils; 
and most patients would prefer to pass a 
little sugar and live longer and more com- 
fortably than to be rendered sugar-free 
and live uncomfortably and in constant 
danger of coma. 

There is still one more practical point 
to be named in this connection, viz.: A 
patient placed on a restricted diet should 
always have the maximum of fat in some 
form or another because fat has a high 
caloric value, and can be utilized to the 
best advantage to cover the caloric de- 
ficit. Now it is a well-known fact that a 
patient who is allowed to eat a little bread 
or potato can easily consume with relish 
very large quantities of butter, for in- 
stance, whereas it would be altogether 


THE THERAPEUTIC GAZETTE. 


impossible for him to master the same 
amount if he attempted to eat it with 
meat or eggs or vegetables. Here then 
the important element of appetite must 
be considered, and if is well to remember 
that the complete withdrawal of carbo- 
hydrates, notably bread and potatoes, is 
an irksome check upon the eating capacity 
of the patients. 

3. Some Errors of Fat Feeding.— 
While it is true that fat as well as al- 
bumen may become a source of sugar in 
the organism, a diabetic should neverthe- 
less receive the largest amount of fat in 
his food that he can possibly stomach. 
Not only does fat like carbohydrate spare 
the tissue albumens, but its caloric value 
is so high that it aids most materially in 
maintaining nutritive equilibrium. 

Several objections have been advanced 
against excessive fat-feeding, but they do 
not appear valid to me, and it is to these 
errors, that have induced many clinicians 
to curtail the ingestion of fats, that I 
want to call particular attention. 

It has been argued in the first place that 
fat may form sugar; this is true, but the 
conversion is very gradual and proceeds 
presumably by way of glycogen; the 
sugar, therefore, that is formed from fats 
is first stored, and is then poured into 
the circulation as there is a demand for 
it and not before; at all events, no one 
has ever demonstrated an increase of the 
glycosuria in diabetes immediately fol- 
lowing the ingestion of large amounts of 
fat as it has been observed after much 
meat or carbohydrate. 

In the second place, the objection has 
been advanced that forced fat-feeding 
owing to the high caloric value (9.3 cal- 
ories per gramme) of the latter could lead 
to the introduction of more calories than 
the patient really required, and that 
hence the combustion powers of the or- 
ganism instead of being spared would 
really be overtaxed. This process has 
been called by the Germans “Luxus Con- 
sumption.” If careful calculations are 
made this cannot, of course, happen; but 
even without thém there is little danger 
of this error, for one can readily show 
that of the 9.3 calories contained in each 
fat molecule only about 6.6 are really 
utilized. This is due to the fact that the 
fat is first converted to glycogen and the 
latter to sugar, each gramme of fat fur- 
nishing 1.61 grammes of dextrose 
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(Chauveau). The energy that is lost in 
the conversion of fat into glycogen and 
then into dextrose does not become avail- 
able in such a way that the original fat 
molecule can replace food-sugar calorie 
for calorie. Only the 1.61 grammes of 
dextrose fulfil this task; hence each 
gramme of fat, instead of furnishing 9.3 
calories, really furnishes only 1.61 mul- 
tiplied by 4.1, or 6.6 calories. If fat is 
calculated in this way it will be found 
that even excessive fat-feeding rarely 
leads to the ingestion of an abnormally 
large amount of available calories to take 
the place of the sugar that is wasted in 
the urine. 

Finally, fat has been accused of being 
one of the most prolific sources of the 
group of acetone bodies, and hence to 
favor acidosis, when given in large quan- 
tities. It is doubtful in the first place, as 
stated above, whether the acetone bodies 
are really formed from fat and not from 
albumen; all the experimental evidence is 
overwhelmingly in favor of the latter 
supposition. It is true, at the same time, 
that butter, and this constitutes the chief 
fat of the diet, contains certain products 
that are very readily converted into ace- 
tone bodies. But as these bodies can be 
removed by carefully washing the butter 
with water, to which a little soda may be 
advantageously added, this is no real ob- 
jection. One should simply always order 
diabetics to wash the butter before eat- 
ing it. Besides, butter exercises no ap- 
preciable effect upon the acetone excre- 
tion unless more than about 130 to 150 
grammes are given in the twenty-four 
hours, and whatever increase may be oc- 
casionally noticed after giving such large 
quantities persists only for about six or 
seven days. At the expiration of that 
time even larger quantities of butter may 
be given with impunity without any ap- 
preciable effect upon the acetone bodies’ 
excretion in the urine. 

Fat, therefore, notwithstanding the 
several theoretic objections that have 
been advanced against its use, should in 
my opinion be given ad maximum in 
every case of diabetes. I do not think a 
diabetic patient can ever get too much fat. 

4. Some Experiences with Rice, Po- 
tato, Milk, and Oatmeal “Cures.”—So- 
called “cures” for diabetes by feeding 
with large quantities of single carbohy- 
drates have at different times been advo- 
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cated. Thus we have had the potato cure 
of Mossé, the rice cure of von Diuhring, 
the milk cure of Winternitz, and more 
recently the oatmeal cure of von Noor- 
den. All these observers are reliable 
clinicians and good observers, and all of 
them have reported a few cases in their 
various series that were decidedly bene- 
fited by this method of feeding. This is 
particularly striking as the use of large 
amounts of carbohydrate food in diabetes 
is in itself paradox, and especially as the 
good results were as a rule observed in 
cases that were of the severe type, and in 
which the ordinary methods of dietetic, 
hygienic, and medicinal treatment had 
failed. Of the different methods, the 
“oatmeal cure’ advocated by von Noor- 
den is the most thoroughly established, 
chiefly because this clinician has excep- 
tional facilities for performing metabolic 
studies in a large clinical material, and 
because he is the most modern of the dif- 
ferent men who have advocated the vari- 
ous “cures.”’ The oatmeal cure, more- 
over, seems to yield proportionately bet- 
ter results than any of the other plans of 
feeding, and as I personally have had ex- 
perience only with the oatmeal cure, I 
will limit my remarks to it. 

The method of administering the oat- 
meal cure (as recommended by von Noor- 
den) is the following: 250 grammes 
(100 grammes equal about three and a 
half ounces) of oatmeal are cooked for 
several hours in water to which a little 
salt is added; while the porridge is boil- 
ing about 300 grammes of butter are 
added, and later, after the boiling is com- 
pleted, and the mess is cooled, about 100 
grammes of egg-albumen; or a _ like 
amount of some vegetable albumen may 
be added to the porridge while it is still 
on the fire. This soup is administered 
about every two hours during the day in 
such quantities that the whole amount is 
eaten in the course of twenty-four hours; 
in addition the patient is permitted to take 
some brandy or claret and water or a 
little strong black coffee. 

It will readily be seen that it is im- 
possible to continue this mode of dieting 
for a long time; the patients naturally 
soon acquire a distaste for the oatmeal 
soup, and when this period comes the 
treatment will have to be stopped, as it 
is worse than useless to force the oatmeal 
cure. 
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The results from this treatment are 
either brilliant within the first few days 
after it is begun, as manifested by a great 
reduction or the complete disappearance 
of the sugar and the acetone bodies from 
the urine, or they are altogether negative 
from the start. Therefore, in my experi- 
ence, if good results, striking results, are 
not seen within three days it is probably 
better to discontinue the oatmeal cure and 
to resort to other measures. I have seen 
one or two bad results that I think can be 
attributed to the prolonged use of the oat- 
meal cure after appreciable effects failed 
to appear within two or three days; this 
group of patients suffered a reduction of 
their tolerance for other carbohydrates, 
and above all developed alarming degrees 
of acetonuria. 

I am not prepared from my experience 
to state percentically how many cases are 
benefited, how many are not affected fa- 
vorably, and how many are harmed by 
the oatmeal cure. I venture the state- 
ment, however, that if the rule is ob- 
served, to stop the oatmeal cure if no good 
effects are seen within three days, the 
number of bad results will be reduced to 
insignificant figures. In about 25 per 
cent of all my cases I have had good re- 
sults, varying from a slight reduction of 
the acetonuria and a considerable reduc- 
tion of the urinary sugar during the time 
the oatmeal treatment was administered, 
to remarkable improvement in very seri- 
ous cases in which the sugar practically 
disappeared, the gain in weight was rapid, 
and the reduction of the acidosis almost 
instantaneous, and in which moreover the 
after-effects of the “cure” were determin- 
able for months after the patient had left 
the hospital. 

It is interesting and important to note, 
moreover, that the best results are ob- 
tained in juvenile diabetes, a form that 
is particularly intractable to ordinary 
methods of treatment, and that is particu- 
larly damaged by the old-fashioned rou- 
tine treatment of feeding on a starch- and 
sugar-free diet. In my opinion no case 
of juvenile or adolescent diabetes should 
be deprived of the benefit of an oatmeal 
cure. At least the trial should be made, 


and if the cure fails no harm will have 
been done, provided it is properly carried 
out and not forced after the third day if 
no results appear within that time. 

In this connection one other point may 
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be mentioned—.e., the principle of feed- 
ing diabetics on single carbohydrates in- 
stead of a mixture of starchy foods. This 
principle has been evolved from observa- 
tions made in these different oatmeal, po- 
tato, rice, and milk cures. It signifies 
the following: It will be found in many 
cases that a diabetic will excrete less sugar 
when he receives potatoes alone, or rice 
alone, or bread or oatmeal alone, than if 
he receives two or more of these or of 
other starchy foods together. It is good 
practice, therefore, when preparing a diet 
for a diabetic, to allow during his carbo- 
hydrate period a “bread week,” a “rice 
week,” a “potato week,” etc., during 
which he may have a definite quantity of 
bread, rice, or potato, but no other carbo- 
hydrate besides. It will be found that in 
many cases the limit of tolerance for car- 
bohydrates will be much greater for a 
single carbohydrate than for several to- 
gether. Thus it becomes necessary to 
study in each case of diabetes whether the 
patients show a greater tolerance for 
bread or potato or rice, etc., and the diet 
must be arranged accordingly. Similar 
conditions are occasionally observed in re- 
gard to different kinds of albumen (scil. 
meat-, egg-, plant-, milk-albumen, etc.). 


THE PRACTICAL APPLICATION OF THE 
QUANTITATIVE METHOD. 


From all that has been said above in 
regard to the varying tolerance of differ- 
ent diabetic individuals for different 
kinds and quantities of albumens, of fats, 
and of single carbohydrates, it is clear 
that the law of isodynamics, which postu- 
lates that the different foodstuffs can be 
vicariously administered so long as they 
replace one another strictly according to 
their caloric value, is not altogether cor- 
rect. The individual element, or what 
may be called the specific reaction of the 
individual to the different classes of food, 
varies greatly and must be carefully con- 
sidered in arranging dietaries for dia- 
betic subjects. 

The ideal plan of procedure, therefore, 
is the following one: If possible the pa- 
tient, particularly if. he be suffering from 
a severe type of diabetes, and surely if 
he be a child or an adolescent individual, 
should be induced to enter a hospital for 
a period of about ten days. The expense 
and the inconvenience incident to this 
period of hospital observation, while irk- 
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some, is fully compensated for by the 
important facts that can be elicited in 
regard to the patient’s individual meta- 
bolism ; and these facts, the patient should 
be informed, will form the basis of treat- 
ment not only for the immediate future, 
but for many months to come and maybe 
for all time. 
period of observation should become 
necessary in a few months or a year it will 
be shorter, and it will foot upon a definite 
basis for comparison. 

If the patient will not or cannot enter 
the hospital, then he should agree for a 
week at least to carefully gather all the 
urine and stools every twenty-four hours 
and to bring them to the physician; he 
should also provide facilities for weigh- 
ing his food and for measuring his fluid 
intake. 

If possible, now, the excreta and the 
ingesta should be studied according to the 
rules described above with the nearest 
possible approach to the accuracy de- 
manded by any metabolic study. In this 
way the caloric deficit can readily be de- 
termined. 

The next step is to determine the 
patient’s boundary of assimilation or his 
degree of tolerance for carbohydrates, 
not vicariously, but for each carbohydrate 
separately. This can best be done by 
placing him for three days on a carbohy- 
drate-free diet, and then adding day by 
day a definite and increasing quantity of 
the different starchy foods that are to be 
determined, until sugar appears in the 
urine. The safe amount of this particu- 
lar carbohydrate is thereby established. If 
necessary, combinations of various car- 
bohydrates may then be tried, and the 
same process, that implies merely a 
weighing of the bread or the rice or the 
potato and a quantitative sugar analysis, 
may be repeated. 

When all these facts have been gath- 
ered (and such a study requires about 
three weeks), the patient, if he be a child 
or an adolescent or a severe adult case, 
should be put on an oatmeal cure, and the 
attempt made by this means to bring his 
sugar and acetone (ammonia) excretion 
down to a minimum before the regular 
dietetic schedule is started. 

For the convenience of the patient I 
have adopted the following scheme, that 
works out very well in practice and gives 
the patient something to watch and study 


At all events, if a second’ 
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all the time. I have found it expedient 
to arrange the schedule in cycles of thir- 
teen weeks, somewhat arbitrarily I con- 
fess, chiefly for the reason that the patient 
can follow this cycle around four times a 
year—t.e., for four times thirteen, or 
fifty-two weeks. The schedule is ar- 
ranged in three parts: 

Diet I, containing all the articles of 
food that contain no sugars or starches— 
1.e., the orthodox diabetic diet. 

Diet II, consisting of No. I plus in- 
creasing quantities of bread up to the 
amount that we have determined by pre- 
vious experiments to lie within the pa- 
tient’s safe boundary of tolerance. 

Diet III is more liberal than Nos. I 
and II, insomuch as it contains milk, sev- 
eral vegetables, perhaps potatoes, rice, etc. 
This is his liberal diet. The latter may 
also incorporate such rules as that for a 
week he may eat large quantities of oat- 
meal or of potatoes or of rice, but no 
other carbohydrate besides. 

The length of time during which the 
patient is kept on Diets I, II, and III 
varies in each individual case according 
to its severity and peculiarities. As a 
rule, the patient is not kept longer than 
two weeks on the absolutely rigid diet, 
nor is more than one week generally con- 
sumed in carrying him gradually through 
his bread diet up to a more liberal diet. 
This second diet, it will be seen, forms a 
gradual transition from rigid feeding to 
liberal feeding, so that the carbohydrate 
metabolism may not suddenly become 
overtaxed. The patients by this time 
eagerly look forward to the liberal diet, 
which is liberal only by comparison, and 
they are then allowed to live on that for 
two or three weeks according to the case; 
then usually one week of Diet II, and 
again for a week or so rigid diet, and then 
again through Diet II to Diet III. This 
uses up the thirteen weeks, and the 
schedule begins all over-again. An analy- 
sis of the urine should be made at the 
time of changing from one diet to the 
other. Gradually then it will be found 
that the period of rigid diet can be re- 
duced and that of the liberal diet pro- 
longed until finally the patient can pos- 
sibly be allowed to escape from observa- 
tion for several months at a time. 

One of the chief advantages finally of 
arranging such a schedule for a whole 
year, after the necessary preliminary 
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metabolic studies and determinations of 
tolerance have been made, is that one can 
in that way hold patients very much bet- 
ter than by any other means that I know 
of. They feel that they are being con- 
stantly studied and that there is no rou- 
tine treatment, that their visits and the 
urinalyses are not merely perfunctory; 
they feel, in other words, that something 
is being done for them. 

This plan applies in particular to cases 
of medium severity in individuals of mid- 
dle life. In children and adolescents, in 
severe cases of middle life and of old age, 
particularly if complicated with arterio- 
sclerosis and nephritis, this relative laxity 
is not quite safe, although it is a thousand 
times better than the routine exclusion 
for indefinite periods of all carbohydrates. 
In those common cases, finally, of a very 
mild type that occur in subjects over fifty 
who are fat, the prognosis is so good 
anyhow, and the hardship incident to diet- 
ing so severe, that I have often advised 
such subjects to forget for months at a 
time that they have any sugar in the 
urine, and to refrain from all dieting. I 
believe that the life expectancy in such 
cases is not curtailed by the slight gly- 
cosuria, provided they are not starved to 
death by injudicious dieting. 
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QUININE IN MALARIAL HEMATURIA. 





By H. C. Buck, M.D., 


Friar’s Point, Mississippi. 





There is such a diversity of opinion 
among physicians experienced in the 
treatment of this disease as to the value of 
quinine, or its harmfulness, that one ap- 
proaches the subject reluctantly, espe- 
cially when medical writers are so reti- 
cent in mentioning the disease and its 
treatment. I have seen no work on prac- 
tice that gives this disease more than a 
passing notice. No writer (whose writ- 
ings I have read) speaks of malarial 
hematuria as a distinct pathological con- 
dition, but treats it as a symptom or com- 
plication of malarial fever. Those physi- 
cians living in the delta of the Mississippi 
soon learn, often to their consternation, 
that it is a distinct disease caused by the 
plasmodium malariz, and having very 
distinct characteristics. 
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My experience in treating this disease 
has been that if quinine be given before 
the intestinal canal is thoroughly un- 
loaded, hepatic torpor overcome, and the 
urine is clear of blood, its effects are not 
only injurious, but often fatal. I believe 
that where the result of the explosion is 
of sufficient severity to cause the hema- 
turia the plasmodium malariz is anni- 
hilated, or so nearly so (except in rare 
cases) that quinine is not indicated, at 
least not sufficiently to take the risk of its 
injurious effects. In my experience when- 
ever the bowels are unloaded and hepatic 
torpor overcome, as evidenced by bilious 
evacuations, the urine clears and conva- 
lescence sets in. In these cases I over- 
come any malaria still in the system by 
giving arsenic, which in my hands has 
acted admirably. 

Why quinine aggravates the disease I 
am not able to say, but that it does so I 
have seen indisputable evidence. A very 
intelligent physician of the delta, whose 
wife died from malarial hematuria, told 
me he could attribute her death to no 
other cause than the administering of - 
quinine before the urine was clear; that 
up to the time of administering the qui- 
nine she was convalescent and the urine 
was becoming natural, but after the 
second dose of quinine was given her con- 
dition grew worse and the urine con- 
tained as much blood as at the outset of 
the attack, death following in a few 
hours. 

Dr. E. H. Martin,! of Clarksdale, Miss., 
in a reply to a letter asking for the results 
of his experience with quinine in this dis- 
ease writes as follows: “At first I treated 
all cases with large doses of quinine, and 
all of them died so promptly that no doubt 
was left in my mind of quinine being in- 
jurious. Dr. Barton, of Hillhouse, Miss., 
who had a similar experience, agreed with 
me that we would treat a few cases with- 
out quinine; we used an eliminative and 
reconstructive treatment. From 1889 to 
1895 we treated sixty-eight cases without 
quinine, and without a single death.” 
He says further: “We also found that in 
milder cases, in which there had not been 
complete destruction of the malarial 
parasite by the products of the explosion, 
we would sometimes have to give qui- 
nine enough to complete the destruction 


1President of State Medical Association. 
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of the plasmodium, even at the risk of 
increasing the hemolysis, which really 
happened in several cases. To summarize 
(he says) 90 per cent of all cases, in my 
opinion, should be treated without 
quinine.” In my experience I have never 
met with a mild case; all cases that have 
come under my observation in my own 
practice and in consultation have been 
very severe, and the treatment has been 
without quinine. 

Dr. W. H. Harrison,? of Tutwiler, 
Miss., in reply to a letter writes: “My 
experience is against it good and strong, 
in face of the fact that some years ago I 
wrote advocating the use of quinine in 
certain cases. I have been far more suc- 
cessful without it, and I am now actually 
afraid of it.” He says further: “I-do not 
believe the malarial germs are found after 
a well developed case of hematuria has 
set in, and I believe quinine not only not 
indicated, but exceedingly injurious. I 
am against the use of quinine during the 
attack.” Dr. Harrison further says: “I 
now rely almost entirely on arsenic, and 
it has never failed me.” 





SPINAL ANESTHESIA, WITH ESPECIAL 
REFERENCE TO THE USE OF 
STOVAINE* 





By W. Wayne Bascock, M.D., 
Professor of Surgery and Clinical Surgery in the Medical 
Department of the Temple College; Surgeon-in-Chief 
to the Samaritan Hospital, Philadelphia, 





The ideal in surgical anesthesia has not 
as yet been attained. Although by the 
preliminary use of nitrous oxide or ethyl 
chloride patients may now pass with 
greater comfort under the influence of 
ether or chloroform, and although dur- 
ing the narcosis the tendency to cyanosis 
may be better combated by the coinci- 
dent use of oxygen and certain drugs, pa- 
tients continue to emerge from anesthesia 
with tissues loaded with the toxic sub- 
stance, and with their parenchymatous 
organs having degrees of degenerative 
change more or less closely corresponding 
with the duration and depth of the nar- 
cosis. In certain patients the toxemia of 
anesthesia is of serious import; in many 
it is of little danger; but in nearly all the 


*Member of State Board of Medica] Examiners. 
*Read in part before the North Branch of the Phila- 
delphia Medical Society, Jan. 16, 1906. 
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use of ether or chloroform engenders 
sequels in the form of nausea and general 
wretchedness that make anesthesia one of 
the most distressing of memories. It is 
because of these and other objections to 
ether and chloroform that much effort 
has been spent in perfecting local anes- 
thesia and spinal anesthesia. 

Several years since medullary cocaini- 
zation had a wide vogue, but in a few 
months it was abandoned by most of the 
surgeons who employed it. There fol- 
lowed from the use of the drug head- 
ache, often severe and prolonged ; vertigo; 
nausea and vomiting, at times persisting 
many days; thirst; palpitation; chills; 
fever; hyperhidrosis; circulatory disturb- 
ances; tremor; ataxia; rigidity of the 
neck or entire back; and more rarely 
urinary incontinence and other palsies, 
collapse, and even death. 

It is estimated that the method pro- 
duced death in one of every two hundred 
persons anesthetized. Studies of the cere- 
brospinal fluid obtained by lumbar punc- 
ture confirm, in the presence of polymor- 
phonuclear leucocytes and other criteria 
of inflammation, the clinical evidences 
that cocaine causes a distinct, although 
probably transient and aseptic, meningi- 
tis. When one adds to the technical diffi- 
culties of rachicocainization, the occa- 
sional frightful symptoms and_ serious 
pathological changes in the meninges, it 
is not surprising that the method has, in 
general, met with disfavor. 

Recent advances in spinal anesthesia 
include the substitution of less toxic sub- 
stances for cocaine, the addition of agents 
to localize and prolong the anesthetic 
action, and a greater precision in the 
technique of the intradural injection. 
The restriction of the absorption of local 
anesthetics has been experimentally 
studied by Klopp, and the results of these 
experiments have been given an extended 
clinical trial by Bier and Doenitz and 
others. Klopp has shown that the absorp- 
tion of soluble substances injected subcu- 
taneously is greatly delayed by the addi- 
tion of the active principle of adrenal 
gland, either adrenalin or  epinephrin. 
To a lesser degree the rate of absorption 
of soluble substances injected within the 
arachnoid is reduced by association with 
adrenal principle. This observation not 
only instructs us how to localize and pro- 
long the action of local anesthetics, but 
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it increases the safety of their use. Thus 
the addition of a small quantity of adren- 
alin enables a dog to recover from what 
would otherwise be a lethal dose of 
cocaine. The slowness of the absorption 
is believed to be due to the marked local 
anemia produced by the adrenalin. Bier 
and Doenitz report 115 cases in which 
injection of .02 centigramme (2/6 grain) 
of cocaine was preceded by one cubic 
centimeter of a 1-to-2000 solution of ad- 
renalin. Of these patients about one- 
half had cocaine symptoms, but in less 
degree than when cocaine alone was 
used. The combination, however, is con- 
sidered to be of more value in increas- 
ing the safety of rachicocainization than 
in abolishing its unpleasant sequels. To 
still further decrease the absorption of 
the anesthetic, and by this means to 
further prolong the period of anesthesia, 
solutions in gelatin and other viscid 
vehicles have been tried. Experimentally 
they seem of marked value, but do not 
seem well adapted for routine clinical use. 
Preindelsberger considers these agents, 
as well as adrenalin, unsuccessful. The 
value of adrenalin, however, is corrobora- 
ted by a number of observers. From our 
limited experience it has seemed import- 
ant to use but a small quantity of the 
adrenal product, larger doses apparently 
restricting the anesthesia, and perhaps 
being responsible for undesirable circu- 
latory phenomena. 

In lieu of cocaine, eucaine, beta- 
eucaine, and other anesthetics have been 
tried. Many of these are objectionable. 
Among the new synthetic local anes- 
thetics are stovaine, alypin, and novo- 
caine. Alypin is a glycerin derivative of 
the monohydrochloride of benzoyl, and 
like novocaine is a more recent product, 
and as yet has not been extensively used 
for medullary narcosis. 

Stovaine, a benzoic ether, the hydro- 
chloride of a dimethylamine benzoyl- 
pentanol, was discovered about three 
years ago by the French chemist Forneau, 
in a series of anesthetic substances which 
he derived from the amino tertiary alco- 
hols. 
and eucaine, but is said to be free from 
the undesirable pipedrinic nucleus. It oc- 


curs in the form of a white crystalline 
powder, faintly odorous unless applied to 
the nares, and having a bitter taste. It 
crystallizes at a temperature of 175° C., 


Chemically it resembles cocaine’ 
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is very soluble in water and methyl alco- 
hol, moderately soluble in ethyl alcohol, 
and is incompatible with alkalies, mer- 
cury salts, and iodides. It is distinctly 
antiseptic. In five-per-cent solution we 
find that it prevents the decomposition of 
albuminous urine for an indefinite period. 
Solutions of stovaine are said to with- 
stand sterilization at a temperature not 
above 115° C., while they gradually de- 
compose at 120° C. The toxicity of 
stovaine is estimated as one-third or one- 
half that of cocaine. From the local use 
of stovaine, used alone or in combination 
with adrenalin, for the removal of small 
cutaneous or subcutaneous growths we 
have observed neither general symptoms 
nor local necrosis (except on the penis), 
while the anesthesia obtained satisfac- 
torily counterfeits that of cocaine. Like 
Sinclair, we have noted a_ persistent 
edema and superficial gangrene after 
circumcision under stovaine. When 
injected subdurally in ten-per-cent solu- 
tion it apparently causes little irrita- 
tion of the meninges, for the intense 
headache, prolonged nausea, rigidity 
of the back, chills, and fever so 
frequently observed with the use of 
cocaine are uncommon, and according to 
Dr. Kendirdjy, of l’H6pital Cochin (to 
whom I am indebted for demonstrating 
the use of the drug), cytological exami- 
nations of the cerebrospinal fluid after 
rachistovainization prove the absence of 
inflammatory reaction. One of our pa- 
tients had intradural injections of stovaine 
on three different days, yet at the third 
puncture the cerebrospinal fluid was 
found free from cellular exudate, nor 
were clinical symptoms of meningeal irri- 
tation present. Although rarely severe or 
prolonged, we estimate that about one- 
third of the patients mention headache 
after the injection. Nausea is occasion- 
ally observed, but vomiting is unusual. 
Our experience embraces seventy-six 
anesthesias in which stovaine or alypin, 
alane or in combination with adrenalin 
chloride, was employed. Stovaine was 
used in 65 of the cases. The operations 
are as follows: 
Celiotomy and appendectomy, 8 cases. 
Celiotomy and drainage of appendicular ab- 
scess, 1 case. 
Exploratory 
ether), 1 case. 
Inguinal herniotomy, 4 cases (one completed 


under ether). : 
Castration, excision of vas, herniotomy, 1 case. 


celiotomy (completed under 
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Bilateral femoral herniotomy, 1 case. 

Resection of three inches of gangrenous in- 
testine, end-to-end anastomosis, inguinal herni- 
otomy, 1 case. 

Intestinal obstruction, exploration of the ab- 
domen, separation of adhesions, 1 case. 

Vaginal hysterectomy, 1 case. 

Vaginal section with removal of tubes, ova- 
ries, and inflammatory cyst, 1 case. 

Vaginal section and drainage, 2 cases. 

Enucleation of large sarcoma of the sciatic 
nerve, 1 case; of loins, 1 case. 

Liberation and stretching of sciatic nerve, 2 
cases. 

Enucleation of hydrocele, 2 cases. 

Operation for fistula in ano, 2 cases. 

Clamp and cautery or ligature operation for 
hemorrhoids, 11 cases; with associated operation 
for fistula in ano in 4 cases; with uterine curet- 
tage in 1 case; with vaginal incision in 1 case. 

Dilatation of sphincter ani and excision of 
perineal sinus, 1 case. 

Whitehead operation for hemorrhoids 
repair of rectovaginal fistula, 1 case. 

Incision and drainage for suppurative -peri- 
ostitis of femur, 3 cases; of tibia, 2 cases; for 
purulent arthritis of ankle, 1 case. 

Osteotomy for periostitis of the tibia, 2 cases 
(one completed under ether). 

Osteotomy for necrosis of femur, 1 case. 

Curettage for carcinoma uteri, 1 case (abdom- 
inal hysterectomy under ether). 

Curettage for retained secundines, 3 cases. 

Curettage and trachelorrhaphy, 1 case. 

Curettage and amputation of cervix uteri, 1 
case. 

Dilatation of urethral stricture, 3 cases. 

Version and extraction of fetus, 1 case. 

Resection of spermatic veins for varicocele 
with passage of sounds, 1 case. 

Right nephrolithotomy, 1 case. 

Excision of detached cartilage or ligaments 
of the knee, 3 cases. 

Excision of saphenous vein, 1 case. 

Excision of phalanx and multiple incisions for 
gangrene of the foot, 1 case. 

Freeing a femoral artery and vein, excision of 
diseased perivascular lymph glands, 1 case (com- 
pleted under ether). 

Amputation through leg with secondary ampu- 
tation through thigh, 1 case. 

Amputation through middle third of leg, 1 
case. 

Amputation of thigh, 1 case. 

Operation for compound fracture and disloca- 
tion of ankle, 1 case. 

Tenotomy of tendo Achillis, 1 case. 

Posthioplasty, 1 case. 

Circumcision, 2 cases. 

Crush of thigh (death before operation), 1 
case. 


with 


Some degree of anesthesia was ob- 
tained in every case in which the stovaine 
was injected. As a rule the upper line 
of anesthesia is about the level of the 
superior iliac spines anteriorly, and the 
twelfth rib posteriorly. At times the an- 
esthesia was incomplete, and another an- 
esthetic seemed desirable. Thus one her- 
niotomy in a very nervous man was com- 
pleted under ether; and in one abdominal 
section and in one abdominal hysterec- 
tomy the mental agitation of the patients 
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rendered it desirable to continue the op- 
eration under general anesthesia. In a 
fourth case, one in which no adrenalin 
was used, the anesthesia passed off in the 
unusually short period of fifteen minutes, 
and the operation was completed under 
ether. In a fifth case but 1% centi- 
grammes of stovaine were given, and the 
anesthesia was patchy and _ insufficient. 
For the most part the injection, even in 
children, caused little disturbance, the pa- 
tients were calm, and the anesthesia was 
satisfactory. In our study of rachisto- 
vainization varied quantities of stovaine 
in different dilutions, alone or combined 
with varying quantities of several adrenal 
preparations, were employed. The injec- 
tions also were given at different levels 
through the lumbar or lower dorsal inter- 
spaces. To these variations in technique 
may in part be ascribed the cases in which 
anesthesia was incomplete. Our experi- 
ence has not been large enough to warrant 
dogmatic conclusions, yet we are im- 
pressed by the importance of a number of 
modifications in the technique. 

Dosage.—The dose of stovaine for in- 
tradural injection in adults may vary from 
3 to 7 centigrammes; quantities below 3 
centigrammes are likely to give a patchy 
and incomplete anesthesia, while doses of 
3 to 4 centigrammes usually give satisfac- 
tory anesthesia for operations upon the 
legs, perineum, or rectum. In one case 
anesthesia of the perineum, cervix, and 
vagina was sufficient, but after incision 
of the vagina in order to anastomose the 
ureter of the bladder, the ureter was so 
sensitive that ether was given. Anesthe- 
sia of the abdomen rarely extends above 
the level of the anterior superior iliac 
spines, and 5 to 7 centigrammes seem de- 
sirable for herniotomies and appendec- 
tomies. Nausea, pallor, and cardiac op- 
pression are not uncommon after the in- 
jection of 7 centigrammes. For abdomi- 
nal operations the method is less certain 
and reliable than for operations at a 
lower level. 

Death During Spinal Anesthesia.—In 
one case death succeeded the intradural 
injection of alypin. That the responsi- 
bility of the anesthetic for this catastro- 
phe may be better judged, a brief history 
of the case will be given: 

J. D., a debilitated alcoholic of forty- 
seven years, was admitted to the Samari- 
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tan Hospital in the early evening of 
March 6, 1906, a heavy cart having 
passed over the right thigh. There was 
a comminuted fracture of the femur, and 
the tissues of the thigh were distended 
by a large hematoma. The leg was pale, 
cold, pulseless, anesthetic, and paralyzed. 
During the night the patient was deliri- 
ous and very weak. He received re- 
peated doses of bromides, scopolamine, 
and morphine, together with stimulants. 
Toward morning he was less_ noisy 
and restless, but the resident was called 
as the nurse could not detect the 
radial pulse. In the morning the 
temperature was 97°, the» pulse 140, 
weak and irregular; the skin pale and 
clammy; there were involuntary dejec- 
tions, and the urine contained a trace of 
albumin and hyaline and granular casts. 
Twenty-four hours after the injury the 
leg was pale, mottled, cold, and was evi- 
dently in incipient gangrene. The patient 
was rational, but pale, agitated, and very 
weak. It was evident that the man was 
so asthenic that he probably would 
endure neither general anesthesia, ampu- 
tation, nor a continuance of the gangre- 
nous process. With the rather forlorn 
hope of being able to make a vascular 
anastomosis or amputation the patient 
was prepared for an exploratory incision. 
About fifteen minutes after a subcuta- 
neous injection of morphine sulphate gr. 
%, with scopolamine hydrobromide gr. 
1-100, alypin 0.064 gramme, adnephrin 
0.00013 gramme, water 2 Cc., were intro- 
duced subdurally through the second 
lumbar interspace and the thigh prepared 
for operation. About ten minutes after 
the subdural injection, and as the incision 
was about to be made, the patient com- 
plained of great oppression in the car- 
diac region, struggled, and plucked vio- 
lently at the chest. Soon relaxation, 
coma, and cessation of respiration super- 
vened. Artificial respiration was started, 
and oxygen and added stimulants given. 
No pulse was felt, nor were the heart 
sounds perceptible. A stab wound was 
made in the fourth intercostal space, and 
the finger instantly introduced to the 
heart, which was in marked tremor, but 
without normal contractions. At the end 


of about fifteen minutes the heart refused 
to respond to digital massage, although 
the influence of the cardiac compression 
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was clearly perceptible over the vessels 
of the neck. 

At the post-mortem by coroner’s physi- 
cian a complete separation of the vessels 
and nerves in Hunter’s canal was found, 
together with chronic nephritis, chronic 
hepatitis, and a’ marked edema of the 
lungs. A careful search for emboli pos- 
sibly dislodged in the sterilization of the 
thigh was not made. 

In this case it is evident that death was 
inevitable, irrespective of the spinal an- 
esthesia. That the upper cord was not 
generally influenced is indicated by the 
violent movements of the arms, the legs 
being paralyzed by the alypin. Although 
embolism cannot be entirely excluded, it 
is probable in this case that there oc- 
curred the respiratory and circulatory 
embarrassment occasionally noted when 
the larger doses of stovaine or alypin are 
used, and that this precipitated the fatal 
issue. We think it probable that the re- 
sult would have been the same had 
cocaine, eucaine, or stovaine been used. 
While absolute conclusions cannot be 
drawn from a single case, we would urge 
great caution in the intradural ad- 
ministration of synthetic anesthetics of 
doses above 4 centigrammes, in patients 
with marked cardiac or circulatory de- 
pression. It is also to be noted that 
should syncope occur during spinal anes- 
thesia the inversion of the patient seems 
inadmissible on account of the possible 
gravitation of the anesthetic to the higher 
centers. 

Dilution and Pressure-—The degree of 
dilution and bulk of the injected fluid 
seems an important factor. Apparently, 
injections of 10-per-cent solutions of 
stovaine, as usually advised, have such a 
high specific gravity that they tend to fall 
to the lower part of the spinal canal, and 
there is little clinical evidence that they 
diffuse upward, for if satisfactory anes- 
thesia does not follow within five or ten 
minutes it usually does not occur at all. 
The injection of 3 centigrammes of sto- 
vaine in a 2- to 4-per-cent solution is 
apparently more reliable than the injection 
of 5 centigrammes in the form of a 10- 
per-cent solution. This we attribute to 
the greater bulk and diffusive qualities of 
the lower dilutions. In herniotomies or 
abdominal operations we now prefer to 
first decompress the cord by permitting 
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the escape of one or more cubic centimeters 
of cerebrospinal fluid, or until the rate 
of flow from the needle is distinctly re- 
duced. The bulk of the anesthetic solution 
should then equal 2 or more cubic cen- 
timeters, and the injection is to be given 
cautiously but rapidly. Dilution and de- 
compression may increase the liability to 
cerebral or bulbar symptoms, and have 
less value in operations below Poupart’s 
ligament. 

Adrenalinization—We have employed 
adrenalin chloride, adrin, and epinephrin 
borate. The addition of the suprarenal 
element seems to prolong the action and 
to increase the safety of the larger doses 
of stovaine, but may limit and interfere 
with the completeness of the anesthesia. 
The advised dose of adrenalin is 0.00013 
gramme. Experimentally, in lower an- 
imals, Zergan found that analgesia last- 
ing six to twelve minutes occurred below 
the point of injection of one milligramme 
of adrenalin alone in 1 cubic centimeter 
of normal salt solution; but if diluted to 
5 cubic centimeters cerebral and medul- 
lary symptoms developed. In one of our 
cases fifteen minutes after the injection 
of 7 centigrammes of stovaine without 
adrenalin the patient became nauseated, 
vomited freely, and showed alarming 
respiratory depression, from which he 
emerged, however, without unpleasant 
sequel within a few moments. Several 
times have we used 7 or 714 centigrammes 
of stovaine in combination with adrenalin 
with little immediate or secondary effect. 
In two cases in which adrenalin was used 
with 4 or 5 centigrammes of stovaine 
there occurred a slowing of the pulse to 
twenty beats per minute; in one case a 
temporary cessation of pulse, marked pal- 
lor, and transient clonic spasms of the 
upper body occurred (petit mal?). 

Somewhat similar circulatory effects 
have been observed after the  in- 
jection of solutions of adrenalin into 
the urethra. It is obviously difficult 
to determine how much should be 
credited to mental factor in the indi- 
vidual case. Our first patient, a man of 
200 pounds, became pale and nauseated, 
and vomited after the mere insertion of 
the needle, and before cerebrospinal fluid 
escaped. In this case the needle was 
withdrawn and ether given. After ob- 
serving the pallor, nausea, hyperhidrosis, 
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and syncope that occasionally occur dur- 
ing such a simple procedure as vaccina- 
tion, we confess that the mental calmness 
usually present during the performance of 
even extensive operations under adrenal- 
ized stovaine has been a source of sur- 
prise. 

Puncture.-—The preferred site of the 
puncture is the second lumbar interspace; 
injections through the third or fourth 
lumbar interspaces, apparently from fail- 
ure of the stovaine to diffuse upward, 
seem to give less uniform results; while 
injections above the second lumbar spine 
are associated with the risk of injury to 
the cord. 

Technique.—Rigorous aseptic precau- 
tions must be observed. The patient sits 
upon the operating table or reclines upon 
the side, with the body strongly arched 
forward to increase the distance between 
the lumbar spines. ‘The position of the 
fourth lumbar spine is determined by a 
line connecting the iliac crests, the second 
interspace above this selected, the skin 
of the entire region thoroughly asepti- 
cized, and the midpoint between the spines 
marked by momentary pressure with the 
finger-nail. An assistant then freezes the 
skin with ethyl chloride, and the needle 
containing a stylet is introduced one-third 
of an inch on the side of the median line, 
and carried directly forward until the re- 
sistance of the ligamentum subflavum is 
encountered. The needle is carefully 
pushed through this, and as soon as the 
resistance decreases the stylet is with- 
drawn. If the needle be now cau- 
tiously carried forward a short distance 
farther a sensation like perforating a 
drumhead is often felt, and sometimes 
heard, and cerebrospinal fluid begins to 
drip from the needle. The method re- 
quires some skill and experience. A quan- 
tity of cerebrospinal fluid equal to the 
quantity of material to be injected (or if 
an abdominal operation is to be done, 
several cubic centimeters) is permitted to 
escape. Le Filliatre contends that the 
withdrawal of 10 cubic centimeters of 
fluid is a prophylactic against the unpleas- 
ant after-symptoms of rachicocainization. 
The syringe containing 0.03 to 0.07 
gramme of stovaine, and 0.00013 gramme 
of adrenalin dissolved in from 1 to 3 cubic 
centimeters of normal salt solution, is at- 
tached to the needle, a small quantity of 
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cerebrospinal fluid withdrawn into the 
syringe, and the mixture rapidly intro- 
duced. The patient is at once placed upon 
the bed with the head elevated. If he 
shows pallor or complains of oppression 
of the chest, nausea, or numbness of the 
hands, the head and shoulders are still 
further elevated. Within a few seconds 
after the injection the patient often men- 
tions a sense of warmth or numbness and 
tingling in the feet, and by the time the 
operative field is prepared anesthesia is 
usually complete. 

The anesthesia begins in the perineum 
and legs, and finally spreads to the lower 
abdomen. Usually motor paralysis is 
present, and the patient cannot lift the 
leg from the table. Occasionally both 
tactile sensation and motion are preserved, 
although neither the incision nor the 
cautery causes pain. The retention of 
the tactile sense may mislead the surgeon 
into belief that anesthesia is not present. 
It is best not to interrogate the patient, 
and desirable that the operation be com- 
pleted before he realize that it has started. 
The duration of the anesthesia is from one 
to two hours. In most of the cases there 
are no unpleasant after-effects. 

The disadvantages of this method of 
spinal anesthesia are: (1) The fact that 
the lower abdomen is not always com- 
pletely anesthetic. (2) The occasional 
failures to secure anesthesia. These are 
estimated (Bier) to represent 4 per cent 
of the cases, and are usually attributed to 
faults in the technique. (3) The technical 
difficulties of the method ; it is not adapted 
to those unskilled in surgical methods. 
(4) The mental element. In very nervous 
people the thought of the operation, the 
rattle of instruments, and the other 
sounds incident to the operation produce 
great nervous terror. In one child of 
seven and in two of ten years, upon the 
other hand, the method was far less ter- 
rorizing than the administration of ether 
or chloroform: one child fell asleep dur- 
ing the operation; the other two were 
calm and quiet. Occasionally small doses 
of morphine and scopolamine were given 
before the operation. A boy of nine had 
been given 1/6 grain of morphine, and 
slept during the amputation of his leg. 
(5) The possibility of infection of the 
meninges and the respiratory paralysis 
from the stovaine. It is evident that 


spinal anesthesia has no place in the 
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hands of those whio are careless or reck- 
less. 

The advantages of rachistovainization 
lie in: (1) The absence of irritation of 
the meninges, the lack of vasoconstric- 
tion, and the stability and antiseptic qual- 
ities of stovaine. (2). The relative safety 
and freedom from disagreeable sequels. 
(3) The diminution of shock. 

Spinal anesthesia is probably more effi- 
cient in preventing shock thanisthenerve- 
blocking method of Crile. Bier points out 
that animals survive much mre exten- 
sive gunshot wounds when under anes- 
thesia than when in full possession of 
their senses. Experimentally Wainwright 
found that mutilating injuries to the 
lower extremities in animals under rachi- 
stovainization produce little change in the 
blood-pressure or other evidence of shock. 
Spinal anesthesia, therefore, would seem 
to be especially indicated after the terrible 
crushes of the lower extremities from 
railway accidents. In one of our cases, 
amelioration of the shock from a foot 
crushed under the cars was observed dur- 
ing the amputation. (4) The slight inter- 
ference with the general functions of the 
body and the relative freedom from toxic 
influence upon the organs. A wider field 
for operation upon the aged, the debili- 
tated, and those with serious renal, 
pulmonary, or cardiac disease is afforded 
by spinal anesthesia. Two: right nephro- 
lithotomies and a left nephrectomy had 
been previously done in one of our cases, 
yet under stovaine a third nephrolithot- 
omy was performed upon the right kid- 
ney without serious after-symptoms. (5) 
The apparent favorable influence upon 
certain painful affections of nerves, 
especially sciatica. We can add one case 
to several already reported. The patient 
had suffered for three years from a pain- 
ful affection of the hip, apparently in- 
volving the anterior nerves more than the 
sciatic. In this case stretching the sciatic 
nerve under spinal anesthesia gave com- 
plete relief. 

Finally, it may be mentioned that we 
have found that the efficiency and relia- 
bility of the method develop with ex- 
perience, and that with a greater pre- 
cision in technique there comes an in- 
creasing confidence in the advantages of 
this form of spinal anesthesia. 
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For something over three years I have 
been using, with success, solutions of 
adrenalin and chloretone in the treatment 
of chronic pharyngitis and rhinitis. So 
many preparations have been recommend- 
ed for such cases, and so many of them 
have proven of little if any worth, that I 
feel warranted in bringing my experience 
to the attention of other practitioners, 
since I have been so very well satisfied 
with the treatment which I shall outline, 
especially as I believe that any information 
of this character, after having been 
proven by carefully conducted clinical 
tests, is always welcome. 

The following paragraphs briefly de- 
scribe my method of treating the fifteen 
illustrative cases mentioned further on in 
my paper. 

I require the presence of patients at my 
office for daily treatment; after a few 
days they come every other day, and later 
once or twice a week. This routine is, 
of course, subject to variation to suit in- 
dividual cases, but in the main has been 
proven to be the best method of control- 
lmg the majority of cases. 

In the treatment of nasal catarrh of any 
character, the nares should first be 
cleansed of secretion by the use of an alka- 
line solution, such as Dobell’s solution 
or alkathymol. Chloretone inhalant is 
then applied by spraying, or by inhala- 
tion from a nebulizer. In the treatment 
of sore throat, or tonsillitis, and those 
cases of hay-fever in which the sensitive 
spots are accessible, chloretone inhalant 
may be applied directly to the part by 
means of a cotton pledget. In the treat- 
ment of laryngeal affections (hoarseness, 
loss of voice, etc.) the atomizer is, how- 
ever, to be preferred. 

After many attempts to have the local 
druggist prepare solutions for use in such 
treatments, I have finally settled to the 
use of a ready-prepared inhalant mixture 


_ purposes. 
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marketed under the name of chloretone 
inhalant, which is sold by most druggists. 
Each 100 grammes of chloretone inhal- 
ant (McClintock) contain: Chloretone, 
1 Gm.; camphor, 2.5 Gm.; menthol, 2.5 
Gm.; oil cinnamon, 0.5 Gm.; and refined 
liquid petrolatum, 93.5 Gm. 

I have used it extensively in the treat- 
ment of nasal catarrh, hay-fever, asthma, 
sore throat, laryngitis, and bronchitis. 
Its uniform effect is to allay irritation and 
soothe inflammation, relieving pain, “sore- 
ness, cough, and difficulty of breathing. 
I apply it by spraying into the nose or 
throat. Any atomizer constructed for the 
vaporization of oily liquid should be used. 

Chloretone (C,H,OCI,) is a deriva- 
tive of chloroform and acetone. It is a 
white crystalline, volatile compound, hav- 
ing a camphoraceous odor and taste. 
Warm water dissolves it to the extent of 
about one per cent; on cooling, a portion 
of the chloretone crystallizes out, leaving 
about eight-tenths of one per cent in so- 
lution. It is soluble in oils, glycerin, etc., 
and very soluble in alcohol, ether, benzine, 
acetic acid, chloroform, acetone, etc. 
Chloretone is a permanent chemical com- 
pound, unaffected by heat or light. Even 
under the action of the gastric and intes- 
tinal secretions the molecular constitution 
is not destroyed. 

“Laboratory experiments quite con- 
clusively show that it renders the mucous 
membrane of the alimentary canal insen- 
sible to irritants.” 

My object is to reduce the irritability 
of the nasal mucous membrane, and to 
protect it as far as possible from the var- 
ious irritants or infective material which, 
coming in contact with it, produce hy- 
drorrhea, sneezing, etc. 

I have observed the suggestion of Dr. 
S. Solis-Cohen and Dr. Lorenzo B. 
Lockard, to follow the application of 
adrenalin with an oily spray for protective 
While good results have been 
obtained by means of adrenalin alone, it 
is altogether probable that the effect of 
this agent is prolonged by the subsequent 
application of the atomized oil. 

It is now possible to obtain in the shops 
an oily solution of adrenalin, which is 
sold under the name adrenalin inhalant, 
and serves admirably to meet the above 
indications and requirements, while it is 
much better than any extemporaneous 
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solution, which by the way is most dif- 
ficult to prepare. 

In all forms of oundtnig ts in the lining 
of the nose, prompt relief follows the ap- 
plication of four or five minims of the 
adrenalin (water or oil) solution sprayed 
into the passage. In this way the crypts 
may readily be opened, and medicated 
fluids sprayed into the passage, or other 
applications made, where access is other- 
wise impossible. 

Adrenalin renders operations in the 
nasal passages, and elsewhere, nearly or 
quite bloodless, and does not, as some 
claim, predispose to secondary hemor- 
rhage, but in my experience produces the 
contrary effect. The 1:1000 solution of 
adrenalin in sodium chloride will relieve 
almost any case of epistaxis; when neces- 
sary, it may be used to saturate the gauze 
packing used to plug the passage. 

In cases of secondary hemorrhages 
after operations in the nasal cavities, or 
tonsils, an application of adrenalin solu- 
tion on a cotton mop, pressed upon the 
bleeding surface, proves promptly efficient 
as a hemostatic. 

In my opinion the adrenalin solutions 
are superior to any preparation of the 
suprarenal extract or of the desiccated 
glands. 

Case I.—Mr. M. B., United States 
government official, aged sixty years, 
presented himself on March 20, 1903, 
troubled with a chronic catarrh of the 
nose and throat for nearly thirty years, 
having tried all manner of remedies with- 
out benefit. 

He complains of a constant bad taste, 
loss of appetite, almost continuous head- 
ache, cannot breathe through his nose, 
and is troubled with an excess of watery 
secretion which necessitates the use of 
several handkerchiefs daily. Complains 
of mucus dropping down from the naso- 
pharynx, the morning accumulation being 
largest. His sleep is disturbed and he 
awakes in the morning with a feeling of 
lassitude. He states that although his 
bedroom window is kept open, the air is 
very foul after having remained in the 
room all night. He complains of sore 
throat as well. 

Examination of the patient disclosed a 
well nourished man, sallow complexion, 
some conjunctivitis, tongue has_ thick 


yellow coating, nasal mucous membrane 


‘ cough, 





THE THERAPEUTIC GAZETTE. 


inflamed and hypertrophic, middle turbin- 
ates enlarged. Nasal passages quite 
thoroughly occluded. Much secretion 
with an offensive odor. Voice weak and 
indistinct. 

In all this patient was given thirteen 
treatments, as follows: ‘The nares were 
first cleaned by the use of a mild anti- 
septic and alkaline solution, after which 
the adrenalin solution was sprayed into 
the passages for the purpose of control- 
ling the hypertrophic mucous membrane 
and to prepare the nose and throat for 
the chloretone solutions. This prepara- 
tion allayed irritation and diminished in- 
flammation, thus affording the patient 
considerable relief. At the end of the 
course of treatment this patient’s condi- 
tion was vastly improved, and he was 
dismissed as cured. Three years have 
elapsed since this case was treated, and 
there has been absolutely no recurrence 
of any of the former symptoms. 

Case II.—Mrs. H., aged sixty-five 
years, presented herself at my office on 
February 22, 1904. Has suffered from 
various nose and throat affections for a 
long time. She complained of a bad taste 
and of a mucous expectoration. Voice 
weak and indistinct. 

This patient required twenty treatments 
before her restoration to health was ac- 
complished. There has been no recur- 
rence for two years, and her voice has 
increased in strength. It took a longer 
time to effect a cure in this case because 
the treatments were only given twice or 
three times a week. 

Case III.—Miss C., aged twenty-two 
years, presented herself for treatment on 
July 2, 1904, complaining of a heaviness 
in the head and ringing in the ears. Bad 
taste in mouth and disordered stomach. 
Patient feels weak aid suffers from 
with expectoration of much 
phlegm. Has had bronchitis and sore 
throat for some time. The nose is 
occluded with accumulations of mucus in 
nasopharynx. Tongue coated. Con- 
junctivitis. 

Two treatments completed the course 
of medication, and a year and a half has 
elapsed since I last saw the patient. There 
has been no recurrence. 

CasE IV.—Mrs. K., singer, aged forty 
years, called at my office on July 5, 1904, 
complaining of a bad taste in her mouth 
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and the expectoration of a great deal of 
phlegm, .and accumulations of mucus in 
the nasopharynx. Patient has had catarrh 
for ten years and takes cold easily. Very 
little discharge from the nose. Throat 
feels sore. 

I saw this patient at intervals, giving 
twenty treatments in ail. So far the re- 
sults are quite satisfactory. 

Case V.—Mr. C. B., aged forty-one 
years, presented himself on August 4, 
1904, troubled with catarrh for two years 
or longer. Complained that he had not 
felt well for a long time, and was afraid 
that he might get consumption, the family 
history showing some cases of this dis- 
ease. He stated that he was losing 
weight and that he took cold very read- 
ily. Had night sweats and expectorated 
quantities of mucus in the morning. Bad 
taste, no appetite, and bowels irregular. 

The veins on the outside of the nose 
are enlarged. Nasal passages occluded 
to such an extent that patient breathes 
entirely through his mouth. Breath has 
a very foul odor. The right inferior 
turbinate is partly destroyed and the left 
entirely. There is ulceration of the sep- 
tum and some necrosis of the roof of the 


mouth. Continual accumulation of mucus 
in the nasopharynx. Tongue thickly 
coated. There is some conjunctivitis 


present and hearing is defective. 

This patient received only four treat- 
ments, after which he was discharged in 
a greatly improved condition. This was 
a year and a half ago, and he has had no 
recurrence. He has gained twenty pounds 
in weight and says he never felt better in 
his life and has nothing to complain of. 
The necrosis has not returned. 

Case VI.—Mr. H. R., aged fifty-two 
years, came in on September 20, 1904, 
having had catarrh of the nose and throat 
for three years, and having previously 
suffered for many years from various 
throat troubles. He complains that his 
throat is sensitive and easily irritated, 
that there is a profuse discharge from the 
nose, and accumulation of mucus in the 
nasopharynx, necessitating morning ex- 
pectoration of ropy mucus. He suffers 
from headaches and easily takes cold. 
His chest is sore, and he has paroxysms 
of coughing quite frequently. He also 
complains of indigestion and bad taste. 

The tongue is heavily coated, with 


247 


patches. The anterior pillars of the 
fauces are destroyed, and the uvula is 
long and relaxed. Several white spots 
on the tonsils, foul breath, and conjunc- 
tivitis. 

This patient received six treatments in 
all, and was then so well pleased with his 
improvement that he ceased his visits to 
my office. It is over a year since the last 
treatment, and none of the symptoms has 
recurred. 

CasE VII.—Mr. T. B., postal clerk, 
aged fifty years, came to me on Septem- 
ber 20, 1904, complaining of catarrh of 
five years’ duration. Paroxysms of 
coughing for a half-hour in the morning, 
with phlegmatous expectoration. There 
is a profuse discharge from the nose, and 
the nasal passages are completely oc- 
cluded. Accumulations of mucus in 
pharynx. Takes cold easily. Bad taste 
in mouth. Tongue coated. 

-Six treatments were required to restore 
him to a normal condition. There has 
been one recurrence, but the results are 
entirely satisfactory to the patient. 

Case VIII.—Mr. W. R., aged thirty 
two years. Consulted me on September 
24, 1904, for a catarrh which he had had 
for five years. He complained of a cough 
with mucus expectoration, accumulations 
in pharynx, discharge from the nose, irri- 
tability of the throat, and indigestion, 
with a bad taste in the morning. 

The right naris is very narrow, owing 
to deviation of the septum, the tongue is 
heavily coated, throat sore, and uvula 
relaxed and elongated. 

Only four treatments were necessary to 
relieve this patient’s difficulty, and though 
a year has gone by there has been no 
recurrence as yet. 

Case IX.—Mr. F. K., aged fifty-nine 
years. Presented himself on September 
28, 1904. Complained of throat irritabil- 
ity during the day, and mucous expectora- 
tion in the morning. Accumulation of 
mucus in pharynx and discharge from 
nares. Has had catarrh for fifteen years. 
The patient has smoked for thirty years 
and consumes five or six cigars in a day, 
and also had osteopathic treatment con- 
sisting of massage of the neck and larynx, 
without benefit. The tongue is heavily 
coated, white, with leukoplakia; roof of 
mouth covered with hard, white, thick- 
ened epithelium. Bronchitis. 
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Eighteen treatments given at intervals 
completed the medication, since which 
time the patient’s relief has been perma- 
nent. 

CasE X.—Mr. A. S., aged twenty- 
seven, first consulted me on November 1, 
1904. He complained of loss of voice 
and could scarcely speak at all. This 
condition had been getting worse steadily 
for six months. His chest is sore, and he 
has a severe cough. There is a grayish 
discharge from the pharynx and also 
from the anterior nares. He has head- 
aches and conjunctivitis. The tongue is 
heavily coated, tonsils and uvula inflamed. 

The patient has nasopharyngeal 
catarrh and bronchitis. Five treatments 
were needed in this case. No recurrence 
after a year since last examination. 

Case XI.—Mr. R. E., aged seventy- 
three years, presented himself for treat- 
ment on December 27, 1904. He com- 
plained of a watery discharge from the 
nose which had persisted for ten years, 
also annoying accumulations of mucus in 
the nasopharynx. His throat was 
troublesome, and he suffered from a 
cough which was very obstinate, and the 
paroxysms left him very weak. Expecto- 
ration of quantities of phlegm. His 
stomach was out of order, evidenced by 
continual eructations. Constipation. Face 
pale and sallow. 

Ten treatments put him in his previous 
condition of excellent health. A year has 
gone by without recurrence. 

CasE XII.—Mr. C. K., aged twenty- 
nine years. The patient first called at my 
office on the 14th of February, 1905, 
complaining that he did not feel well. He 
had tried various treatments, he said, but 
had received no benefit. He is losing in 
weight, and feels tired out, has no energy. 
Takes cold easily. Has night sweats, 
and complains of indigestion, with bad 
taste in mouth. Complains of a discharge 
from the nose and a tendency to epistaxis. 
Large plugs of grayish mucus in posterior 
nares and much expectoration. 

The patient was much depressed and 
seemed nervous and irritable. Face pale 


and sallow, with occasional flushings. 
Tongue coated, yellow mucus in naso- 
pharynx, and white spots on_ tonsils. 
There is a large discharging ulcer on the 
left side of the pharynx and another on 
the left posterior pillar of the fauces. 
Only four treatments were required for 
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the almost total relief from the condition 
presented at his first appearance. It is 
nearly a year now since he was treated, 
and no recurrence. The patient feels 
well, has gained in weight, and has his 
usual energy. 

Case XIII.—Miss F. K., _school- 
teacher, aged forty years, presented her- 
self on May 10, 1905. She complained 
of irritability of the throat which had 
persisted for nine years, and which she 
had tried to relieve by various treatments, 
but without effect. Disordered stomach, 
eructations, bad taste in mouth. Accu- 
mulations of blood-streaked mucus in 
pharynx. Takes cold easily, and has a 
burning sensation in throat. 

Twenty treatments were given at inter- 
vals, with a most satisfactory final result. 

Case XIV.—Mr. H. H., druggist, 
aged thirty years, presented himself on 
August 29, 1905. Has had catarrh for 
years, with accumulation of phlegm -in 
the nasopharynx and a discharge from 
with 


the nose continually. Cough, 
cheesy expectoration. Bad taste in 
mouth. 


Ulceration in the nostrils, and septum 
deviated. Throat irritated; pockets in 
tonsils, and white spots on them. Uvula 
long and relaxed, tongue coated. 

This patient received ten treatments. 

CasE XV.—Mr. J. C., aged fifteen 
years, stated that he had always had 
trouble with his nose and throat, with 
discharges from the nares and accumula- 
tion of mucus in the pharynx. Some- 
times the nasal passages were occluded. 
He suffered frequently from bronchitis, 
and had paroxysms of coughing and mu- 
cous expectoration. Takes cold readily. 
He has had typhoid fever, whooping- 
cough, and chicken-pox, and has twice 
had pneumonia. Has been under treat- 
ment for the present condition, but has 
received no benefit. 

The tonsils are enlarged, with white 
spots on them. Speech thick and voice 
impaired. Tongue coated, bowels consti- 
pated. I treated this boy twenty-two 
times in all, when he was discharged in a 
vastly improved condition. For a year 
there has been no recurrence of any of 
the symptoms. The large number of 
treatments were necessary because of the 
long intervals between them. 

It is apparent that the foregoing series 
of fifteen cases presents something in the 
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way of newness, and their being offered 
to the profession is due to my thought 
that their relation would prove instructive 
to the man in general practice who sees 
such cases continually, and who may have 
despaired of treating them with satisfac- 
tion to himself and his patients. 

The small number of treatments given 
to some of the cases is remarkable, while 
the treatment itself has resulted in every 
instance in effecting such an improve- 
ment in the condition, with only one 
transient recurrence, that I feel warranted 
in recording them as cured. 


103 State STREET. 





HEPATIC THERAPEUTICS. 


In Medicine for January, 1906, Ricu- 
ARDSON tells us that sodium glycocholate 
in doses of 15 grains per diem stimulates 
the liver cells, increasing the flow of bile, 
thereby removing accumulated waste 
products, especially bilirubin. In cases 
with the icteroid coloration of the skin it 
will clear up the complexion in a few 
weeks. Especially is it indicated in he- 
patic colic; many cases are on record in 
which its continued use has prevented the 
attacks of colic permanently. 

The diet in diseases of the liver is of 
great importance, the guiding principle 
being to obtain the maximum amount of 
nutrition with the minimum amount of 
physiological work, thereby giving rest to 
the organ. Proteids are necessary for 
proper nutrition, but in much smaller 
quantities than generally taken. Chitten- 
den has shown that nitrogen equilibrium 
can be maintained in health with an intake 
of about 6.0 grammes of nitrogen per day. 
The products of proteid metabolism— 
urea, ammonia, uric acid, creatinin, etc.— 
are more or less toxic and entail consider- 
able physiologic activity on the part of the 
liver as well as upon the kidneys in their 
elimination. Fats are for the most part 
absorbed by the lymphatics, only a small 
quantity entering the liver by way of the 
portal vein; except in the suppression of 
the biliary secretion the easily digested 
fats, such as cream, butter, and the veg- 
etable oils, are well borne in moderate 
quantities. The carbohydrates give but 
little work to the liver, their end products 
being principally carbon dioxide and 
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water, both of which are easily elimin- 
ated. 

The diet in hepatic insufficiency and 
hyperactivity should be moderate in quan- 
tity with a minimum of proteid, say about 
6 grammes of nitrogen per day, with 
some little fat administered in the form 
of cream, fresh butter, or olive oil, 
and_ sufficient carbohydrate to bring 
the total diet to about 10 calories per 
kilogramme of body weight. The meat 
should be well cooked, preferably red 
meat, white meats containing more nu- 
clein; gelatinous dishes, as calves’ head 
and feet, etc., are to be avoided. Boiled 
fish, avoiding those containing much fat, 
are allowed, but shell-fish are debarred. 
One, or at the most two, eggs a day may 
be given, except in gall-stone cases, when 
the cholesterin contained in the yolk may 
cause increased elimination by the bile. 
This is, however, very doubtful. Experi- 
ments seem to prove that cholesterin is 
not absorbed from the intestine as such. 
Milk, the diet usually prescribed, is not 
satisfactory and should never be given 
except with desserts. Fresh cheese may 
be given and is sometimes well borne, but 
only in small quantities. Of vegetables, 
peas, beans, scorzonera, salsify, and salads 
are the best ; spinach and tomatoes contain 
too much oxalic acid. Vegetable diet in- 
creases the alkalinity of the plasma and 
often relieves the constipation, producing 
bulky stools. Vegetables containing 
sugar are only tolerated in small quanti- 
ties, with the exception of Irish potatoes, 
which should be well boiled and mashed 
with butter. Toasted bread may be 
given, but pastry is forbidden; ripe or 
cooked fruits may be given sparingly. 
Water or very weak tea are the best 
drinks; the water should preferably be 
distilled, in which antisclerosis tablets 
(four to the pint) have been dissolved, 
this assisting in the elimination of the 
waste products. The total fluid taken in 
the twenty-four hours should be at least 
1500 cubic centimeters. In some cases 
all the meat should be boiled so as to dis- 
solve out the extractives; no soups or 
broths should be taken. Probably more 
than anything else the reduction in the 
quantity of the food is the greatest thera- 
peutic agent, most patients being, or hav- 
ing been, great meat eaters. 
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THE TREATMENT OF DROPSY BY 
DECHLORINATION. 





In looking back over our views con- 
cerning the significance of the albumin- 
uria, and of the diminution of the quan- 
tity of urea eliminated in each twenty- 
four hours, we find that during the last 
ten or fifteen years a considerable differ- 
ence of opinion has arisen. At one time 
the discovery of an abnormally small 
amount of urea in the urine was supposed 
to be indicative of renal disease, and at 
another the presence of albumin was con- 
sidered a sure sign of nephritis. We 
now know that neither. of these conditions 
necessarily indicates the presence of an 
acute or chronic inflammatory process in 
the kidney. Albuminuria may be present 
for long periods of time without the kid- 
ney showing signs of grave disease. The 
presence of functional albuminuria as a 
condition rather than a disease is well 
recognized. This form of albuminuria, 


as we have recently pointed out in these 
columns, can, in some cases, be controlled 
by the administration of calcium lactate. 
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Clinical and experimental investigation 
has not only revealed the fact that extra- 
ordinary variations may take place in the 
elimination of urea without being indica- 
tive of disease, but slight changes in diet 
and in the mode of life may cause extra- 
ordinary variations in perfectly normal 
individuals. In other words, the dis- 
covery of albumin in the urine and a 
diminished elimination of urea possess 
only a relative value in diagnosis. Further 
than this, it has been proved that in some 
cases of renal disease in which the urea 
elimination is nearly normal, other por- 
tions of the kidney than those which are 
engaged in the elimination of urea may 
be affected, and the fact that the kidney 
is performing its entire function in a nor- 
mal manner cannot be determined 
positively unless an analysis of the urine 
is made to determine the quantity of 
other substances which it is the function 
of the kidney to eliminate. 

It has been found that in a considerable’ 
number of cases of acute and chronic 
parenchymatous nephritis there is a 
diminished elimination of chlorides, and 
that this diminished elimination is 
strongly indicative of renal lesions when 
it is constant. Aside from the diag- 
nostic value of these facts they also 
possess therapeutic significance. Accord- 
ing to the views of Widal, Achard, Juval, 
and others, it is the retention of sodium 
chloride in the tissues which is largely 
responsible for the edema or dropsy 
which is so frequently met with in these 
two forms of renal disease. In other 
words, it is their opinion that the elimina- 
tion of sodium chloride being retarded, 
there is retention of this salt in the 
tissues, and the tissues in turn require a 
greater amount -of water to maintain 
the salt in solution. If such a pa- 
tient takes considerable quantities of 
sodium chloride with his food, he gets 
what might be called the cumulative 
effect of this substance, in that he is in- 
gesting it without eliminating it, and so 
dropsy develops. Thus, it has been 
determined that the amount of sodium 
chloride necessary for the maintenance of 
health equals from 15 to 75 grains a day, 
but many people are in the habit of ingest- 
ing far more than this, and get rid of the 
excess through the urine. When the 
eliminative power of the urine for sodium 
chloride is diminished, it is suggested that 
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the ingestion of this salt shall be 
markedly decreased, particularly if 
dropsy is present, and it is claimed by 
those who have employed this method 
that it speedily results in profuse diuresis 
and consequent reduction of the dropsical 
effusion. 

Attention to this matter was called by 
Miller in a recent paper published in the 
Journal of the American Medical Associ- 
ation, who found that if large quantities 
of salt were taken by nephritic patients 
there was a rapid gain in weight, owing 
to the accumulation of fluid, and an in- 
crease in albuminuria. Somewhat similar 
results have been obtained by Boyd, who 
reports a case of this kind in the Scottish 
Medical and Surgical Journal for Feb- 
ruary, 1906. This author suggests that 
the benefit which accrues in many cases 
of Bright's disease that are placed upon a 
milk diet results, not directly from the use 
of this fluid, which is well known to con- 
tain considerable quantities of nitrogen, 
which is disadvantageous, but because it 
contains a small proportion of sodium 
chloride, and by its use we are practically 
employing a chloride-free diet. The 
tendency of the use of such a diet is in- 
creased diuresis and disappearance of the 
edema. 

The same subject is discussed editori- 
ally in the Boston Medical and Surgical 
Journal of January 18, 1906. In this edi- 
torial it is pointed out that in cases of 
edema due to renal disease, the quantity 
of sodium chloride ingested should not 
exceed 15 grains per day, and that the 
introduction of normal salt solution intra- 
venously or by hypodermoclysis is contra- 
indicated. Very few physicians would 
think of using either one of these meas- 
ures in the presence of edema, first, 
because in the case of hypodermoclysis 
there would be every reason to believe 
that the fluid would not be absorbed, and 
secondly, because they would be fearful 
of developing pulmonary edema. 

It is quite possible that the ‘“‘dechlorina- 
tion treatment” in cases of threatened 
pulmonary edema may put aside this seri- 
ous complication for obvious reasons. 
The diet recommeneded by Widal for de- 
chlorination consists in the administration 
of half a pound of meat, a pound of po- 
tato, three ounces of sugar, three ounces 
of unsalted butter, and two and a half 
quarts of fluid. 
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THE EMPLOYMENT OF COPPER FOR 
THE PURIFICATION OF WATER. 





Our readers may remember that in the 
fall of 1904 we called attention to the re- 
markable experiments which have been 
made by Moore and Kellerman in regard 
to the destruction of typhoid bacilli in 
drinking-water by the use of minute 
quantities of copper sulphate. The addi- 
tional fact was presented that other 
investigators had confirmed this view, and 
that the mere placing of water in a clean 
copper vessel resulted in the destruction 
of a large number of pathogenic organ- 
isms. 

During the last eighteen months this 
method has been more fully tested, and it 
is proper to state that a sufficient amount 
of evidence has now been accumulated 
to give us a clearer conception of the lim- 
itations which surround it. One of the 
most recent and most interesting of these 
studies is that which has just been pub- 
lished by Clark and Gage in the Journal 
of Infectious Diseases for February, 
1906. They point out that it is not cor- 
rect to reach conclusions as to the 
germicidal effects of copper in water 
unless very considerable quantities of 
water are employed. Many investigators 
in the laboratory have used only one 
cubic centimeter, or even 1-100 part of a 
cubic centimeter, and they do not believe 
that an adequate test is made when only a 
loopful of the water is taken from a given 
sample. They believe that at least 100 
cubic centimeters should be carefully 
examined before the specimen can be con- 
sidered free from pathogenic bacteria. 
Contrary to the experiments which we 
have quoted in earlier editorials, Clark 
and Gage express the opinion that the 
treatment of water with copper sulphate 
and the storing of it in copper vessels has 
little practical value for the following 
reasons : 

1. The use of any method of steriliza- 
tion which is not absolutely effective is 
dangerous in the hands of the general 
user, tending to induce a feeling of false 
security, and leading to the neglect of 
ordinary precautions which would other- 
wise be employed. 

2. The removal of bacteria, B. coli and 
B. typhosus, by allowing a water to stand 
in copper vessels for short periods, while 
occasionally effective, is not sure, and the 
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time necessary to accomplish complete 
sterilization is so long that the method 
would be of no practical value to the ordi- 
nary user. Furthermore, metallic copper 
seems to have little more germicidal 
power than iron, tin, zinc, or aluminum. 

3. Although the removal of B. coli and 
B. typhosus is occasionally accomplished 
by dilute solutions of copper sulphate in 
greater dilutions than 1:100,000, in or- 
der to be safe dilutions of 1:1000 must 
be used, in which case the water becomes 
repugnant to the user because of its 
strongly astringent taste. 

4. In some instances very dilute solu- 
tions of copper sulphate or colloidal 
copper absorbed from contact with clean 
metallic copper appear to have a decidedly 
invigorating effect on bacterial activity, 
causing rapid multiplication, when the re- 
verse would have been true had the water 
been allowed to stand the same length of 
time without any treatment. 

Perhaps the most important of these 
conclusions is the fourth, that very dilute 
solutions of copper sulphate or colloidal 
copper may exercise stimulant effect upon 
the growth of bacterial activity when the 
reverse would have been the case had the 
copper not been added. If further experi- 
mentation supports this view the use of 
copper in potable waters will, of course, 
go out of use. The other objection 
offered by Clark and Gage does not seem 
to us so grave. It is true that water 
which is infected can only be completely 
sterilized by boiling, and the fact that 
copper may diminish the activity of 
pathogenic microodrganisms in no way re- 
lieves us from the responsibility of seeing 
to it that water-supplies are kept free 
from contamination. However, given an 
instance in which it is possible to at once 
prevent contamination and impossible to 
boil the water when it is to be used in 
large quantities, it would seem that copper 
sulphate at least possesses enough value 
to make its employment worth while. 





RECOVERY FROM AN EXCEEDINGLY 
LARGE DOSE OF CHLORAL. 





Physicians are sometimes asked upon 
the witness-stand for an opinion as to the 
dose of chloral which can be considered 
competent to produce death, and often 
find some difficulty in determining upon a 
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quantity which can be considered lethal. 
Indeed, it may be said that it is impossible 
for any one to swear that a patient who 
swallows a given dose of chloral must 
necessarily die from its effects, because it 
not infrequently happens that most of the 
drug is vomited, or is absorbed exceed- 
ingly slowly because of the diseased 
condition of the stomach. That very 
large quantities may be taken without 
producing death is well known. It is in- 
teresting to note that Daley in the Jndian 
Medical Gazette for October, 1905, 
reports the case of an East Indian native 
of about thirty-five years who was a suf- 
ferer from epilepsy, for which he took an 
occasional dose of chloral to produce 
sleep. On the 6th day of May he took a 
large dose of the drug, became uncon- 
scious, with contracted pupils, congested 
eyes, and stertorous breathing. The 
pulse was very thin and rapid, the face 
was suffused, and there was a faint odor 
of chloroform upon the breath. The 
treatment consisted in washing out the 
stomach with Condy’s fluid, hypodermic 
injections of strychnine and ether, cold 
douching, and the galvanic battery. He 
remained unconscious for between 
twenty-eight and thirty-six hours, when 
perfect recovery took place. The compu- 
tation of the quantity of chloral which 
he took indicates that he swallowed not 
less than 595 grains of the drug. His 
recovery was of course due to slow ab- 
sorption of the poison and the use of the 
stomach pump. It is interesting to 
remember, however, that other cases are 
on record in which doses quite within the 
range of ordinary therapeutic quantities 
have seemingly been responsible for pro- 
ducing death in patients who were 
suffering from cardiac disease. 





THE OPERATiVE TREATMENT OF 
CHRONIC NEPHRITIS. 





On more than one occasion we have 
published in the editorial columns of the 
THERAPEUTIC GAZETTE our opinions in 
regard to the futility of the operative 
method of treating chronic renal disease, 
and have advanced reasons, both theo- 
retical and practical, in support of the 
idea that little or nothing could be 
expected from such radical procedures. 
It will be remembered that a number of 
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experiments upon animals have shown 
that while decapsulation of the kidney 
may temporarily result in increased 
hyperemia, there ultimately develops a 
tough fibrous capsule which results in the 
kidney being in the same condition a few 
weeks after the operation that it was be- 
fore any interference was attempted. 
And again, those who are familiar with 
the physiology and pathology of the kid- 
ney must recognize that any method of 
dealing with its capsule cannot produce 
material change in tissues already de- 
stroyed or in part damaged. 

In one of our recent editorial criticisms 
of this method we called attention to the 
interesting communication of Dr. Ramon 
Guiteras, of New York, in which he pre- 
sented statistics based on a large number 
of cases, which statistics indicated that 
the view which we take concerning this 
matter is correct. He still more recently 
has published in the St. Louis Medical 
Review of February 10, 1906, another 
contribution to this subject, embodying 
the views of a considerable number of 
operators as to the value of the method. 
He well says: “In the heyday of renal 
decapsulation, it was said that patients 
recovered perfect health after this opera- 
tion. The urine was said to return to its 
normal condition in many cases, particu- 
larly in those in which the kidney was 
movable.” It is important to have a clear 
understanding as to what is meant by 
normal urine, for some persons would 
apply this term to urine which did not 
contain albumin, while others would not 
apply this word unless a careful chemical 
analysis showed that it contained a nor- 
mal percentage of solids; the mere disap- 
pearance of albumin and casts being by 
no means an absolute criterion of renal 
health. As a general rule, statistics of 
the subject at the present time indicate 
that the best results have been obtained in 
those cases in which there was a movable 
kidney which was stitched in place, the 
improvement being due rather to the fixa- 
tion of the organ than to any direct effect 
exercised by decapsulation upon its paren- 
chyma. The fact that the fad of 


performing this operation has not con- 
tinued to spread, and that the procedure 
is resorted to less at the present time than 
it was two years ago, and when it was 
more novel, would seem to indicate that 
the method is not receiving general favor, 
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and that practical experience is support- 
ing the views which are antagonistic to 
its frequent employment. 

In concluding his paper Guiteras 
quotes the statistics which he obtained - 
from a circular letter addressed to 150 
of the most prominent surgeons of this 
country. He found that they were about 
equally divided in favor of and against 
the operation. Forty-two surgeons had 
carried it out on 120 cases. Of these 120 
cases, 16 were said to be cured, 40 per 
cent improved, 11 per cent unimproved, 
and there were 33 per cent of deaths. 
The mortality in cases of chronic inter- 
stitial nephritis was 26 per cent, and in 
parenchymatous nephritis 25 per cent; in 
chronic diffuse nephritis 75 per cent. 
These statistics were presented by 
Guiteras two years ago. He has recently 
sent out a second set of letters to these 
fotty-two surgeons, of whom one-half re- 
plied, having operated on 40 additional 
cases. The results are: cured, one case; 
improved, three cases; unimproved, three 
cases; died, 33 cases, or 82%4 per cent. 
To use Guiteras’s words, “I think I am 
justified in saying from my reading and 
the reports that I have received, that at 
the present time capsulectomy is not a 
popular operation among surgeons of the 
United States.” 





POSTOPERATIVE CYSTITIS IN WOMEN. 





It is well known that following all 
operations upon the pelvic organs in 
women, but particularly those which are 
extensive, such, for instance, as are re- 
quired for the removal of cancer, there is 
likely to develop urinary retention, for 
the relief of which the use of the catheter 
is needful. Following this retention and 
catheterization cystitis commonly devel- 
ops, and is exceptionally complicated -by 
an ascending infection which may involve 
the kidneys, and result fatally. 

Tausig (Surgery, Gynecology, and Ob- 
stetrics, February, 1906) notes that 43 of 
the 280 cases of pelvic operation on his 
list developed this complication. Thirty- 
five of these 43 cases were subject to a 
panhysterectomy for cancer. Moreover, 
catheterization had to be resorted to for 
over a week in two-thirds of these 
patients. The causes of vesical infection 
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are traumatism and infection, the one 
being incapable of acting without the 
other. The influence of retention is 
‘almost wholly indirect, increasing. the 
danger of infection only because it makes 
catheterization necessary. Traumatism 
is often expressed in the form of con- 
tusion incident to the manipulation of 
neighboring organs. Ecchymotic areas 
are found with comparative frequency, 
and a superficial desquamation of epithe- 
lium is not at all rare. Stoeckel has dem- 
onstrated these lesions by cystoscopic 
examination; one case, in which the 
trauma during operation was practically 
nil, and the urine was passed spontane- 
ously, showing extensive ecchymoses. 

Baisch had the urethral discharges of 
thirty women examined after pelvic op- 
eration, finding staphylococci in all, and 
also the colon bacillus in twenty. Of 
forty-five women subsequently examined, 
but without cystitis, the colon bacillus 
was invariably found postoperatively af- 
ter the third or fourth day. Similar re- 
sults were obtained in women who were 
not operated upon, but were simply con- 
fined to bed. Irrigation of the urethra 
with boric acid does not cleanse this canal 
of germs, hence it is evident that infec- 
tion may be readily brought about even 
though every attention be paid to the 
sterilization of the catheter employed and 
a careful washing of the urinary meatus. 
As a rule the mode of bacterial entry is 
through the median end of the catheter, 
which is self-infected in its passage along 
the urethra. A few catheterizations rarely 
produce a cystitis. When, however, the 
number is increased, as in prolonged re- 
tention, the bladder seems no longer able 
to resist invasion, and a rapid multiplica- 
tion of bacteria with beginning inflamma- 
tion results. 

The chief point in prophylaxis, accord- 
ing to Taussig, is trying to avoid urine 
retention by the use of one of the several 
following methods: 

Filling the bladder with sterile water 
at the conclusion of the operation ; inject- 
ing boroglycerin solution; having the pa- 
tient sit up out of bed as early as the na- 
ture of the operation will allow. 

In the operation to handle the bladder 
carefully and cover its denuded surface as 
well as possible before the close. 

To prevent the introduction of germs 
from the urethra as far as possible by 
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using a double catheter, such as devised 
by Rosenstein. 

The administration internally of urin- 
ary antiseptics. 

Whenever catheterization has to be 
continued for some time, to irrigate the 
bladder each time with one to two pints 
of boric acid solution and continue such 
irrigations with each catheterization, not 
merely until the first spontaneous urina- 
tion, but until there is no longer any 
residual urine. 





THE RESULTS OF OPERATION FOR 
CANCER OF THE STOMACH. 





So much has been contributed by 
enthusiasts not only as to the palliative 
effects of operative interference for the 
relief of obstructive conditions incident 
to cancer of the stomach, but also in favor 
of surgical intervention as a means of 
accomplishing permanent and lasting 
cure, that there is some danger lest the 
medical man, on whom rests the responsi- 
bility for advising surgical procedure, may 
fall into error. To those who are not in 
a position to review the entire literature 
of the subject it might seem, from the 
perusal of scattered individual reports, 
that the possibilities of cure of cancer of 
the stomach are as great as those existing 
in cases of malignant involvement of the 
breast, and that when the diagnosis of 
gastric carcinoma is positively made oper- 
ation should be urged, even in the ab- 
sence of obstruction symptoms, on the 
basis that thereby the patient is afforded 
a very good chance of permanent re- 
covery. 

In this relation Moynihan’s contribu- 
tion to the subject is of extreme interest, 
not merely because of his extensive expe- 
rience, but because he is_ universally 
recognized as a keen clinical observer and 
an admirable operator. In eight years he 
has operated on fifty-nine cases of cancer 
of the stomach. Thirty-five of these were 
gastroenterostomies, ten were gastrec- 
tomies, five were gastrostomies, three 
were jejunostomies, and six were explor- 
atory laparotomies. In the same period 
he has seen eleven patients suffering from 
cancer of the stomach in so advanced a 
stage that operation was not advisable. 
Of the gastroenterostomies, seven were 
anterior operations accomplished by the 
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use of the Murphy button. One case died 
of shock and exhaustion, and the second 
from continued vomiting. The remain- 
ing twenty-eight cases were posterior 
operations with simple suture and three 
deaths—one from pneumonia, one from 
shock or exhaustion, and one from sep- 
tic peritonitis. 

Moynihan considers that the indica- 
tions for gastroenterostomy are perfectly 
clear—that is, it should be performed 
when obstruction to the stomach contents 
is caused or is likely to be produced by 
an irremovable growth at or near the 
pylorus. If the growth is removable gas- 
trectomy should be performed, although 
in some cases a preliminary gastroenter- 
ostomy may be indicated even here, this 
procedure enabling the patient to gain 
strength for the shock of the more serious 
operation. A growth is considered inop- 
erable when it is largely glued to the 
pancreas, is extensively adherent, or is 
complicated by the presence of many 
enlarged fixed glands or secondary de- 
posits in the liver or elsewhere. 

The operation when it is indicated 
undoubtedly prolongs life and lessens suf- 
fering, since there is no sepsis and no 
vomiting, death occurring from gradual 
exhaustion, from ascites, with or without 
jaundice. Two of Moynihan’s patients 
survived over two years. 

As to gastrectomy, which Moynihan 
performed nine times, he believes that 
with the modern technique its risk is very 
slightly greater than that of gastroenter- 
ostomy. By it the patient is rid of a 
growth which is giving rise to a continu- 
ous lymphatic infection. 

Moynihan recognizes two types of 
growth, prepyloric and pyloric. The pre- 
pyloric form, which begins on the lesser 
curvature about 114 to 2% inches from 
the pylorus, spreads along this curvature 
in both directions, but chiefly away from 
the pylorus; also to less extent down both 
anterior and posterior walls. Obstructive 
symptoms develop later. The patient 
complains rather of loss of appetite, 
intolerance of solid food, uneasiness after 
meals, occasional vomiting of turbid, 
watery fluid in small quantities, and 
loss of weight, associated with anemia. 
In the pyloric form symptoms at the out- 
set are of the obstructive character 
accompanied by stasis of foods, inability 
to take solids, with increased incapacity 
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of the stomach. Waves of peristalsis are 
readily seen or easily elicited by slight 
inflation of the stomach. 

Moynihan believes that anemia without 
obvious cause in a patient about fifty 
years of age or thereabouts should create 
a suspicion of malignant disease some- 
where within the abdomen, not improb- 
ably the stomach. 

In more than half the cases subject to 
operation the sequence of gastric ulcer 
and carcinoma seem clearly established. 

From the standpoint of the general 
practitioner perhaps the most discourag- 
ing feature of this admirable paper by 
Moynihan is that which has.to deal with 
the duration of life after operation. Of 
the seventy cases which he has seen only 
one survived a period of four years from 
the time of the discovery of the disease. 
This Moynihan attributes to failure of 
early diagnosis and to a tendency to be 
content with merely palliative or insuf- 
ficient operations instead of a determina- 
tion to remove the whole growth. 

It must be confessed that there is only 
one way in which early diagnosis can be 
made, and this is by exploratory opera- 
tion. Moynihan states that if the clinical 
history of the case be such that suspicions 
created at first are not quickly allayed the 
abdomen should be opened: this, how- 
ever, only after the clinical investigation 
is as complete as it is possible to make it. 
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ANTISEPTICS IN OBSTETRICS. 


T. G. STEvENs in the Clinical Journal 
of November 22, 1905, in speaking of this 
subject states that the desired technique 
must be simple and easy to carry out in 
the poorest house, nothing being required 
of the patient but two basins and hot 
water. It must be effective—that is, able 
to render the skin as nearly aseptic as 
possible—and it must be carried out in a 
routine manner, each procedure being 
timed by the watch. Whatever the 
method used, the same may be employed 
for hands, vulva, and vaginal entrance, 
so as to avoid multiplicity of antiseptics. 
On all sides it is agreed that alcoholic solu- 
tions of antiseptics produce the best results 
in rendering the skin poor in bacteria, 
and for practical use a 1-in-1000 solution 
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of corrosive sublimate in 80-per-cent alco- 
hol (pure methylated spirit will serve) has 
been found to give good results. Although 
this is agreed to be the best attained anti- 
septic solution, still there are drawbacks 
to its general use in obstetrics. There 
can be no doubt that it is not convenient 
to carry about a pint bottle of spirit; and 
although it is ignominious to admit as 
much, it is none the less true that an in- 
convenient technique will never be carried 
out by the majority of the profession. The 
most convenient form of antiseptic to be 
carried, of course, is some chemical in 
the compressed form which can be read- 
ily dissolved in hot water. If corrosive 
sublimate is chosen for this purpose, it 
must be used in not less than 1-in-1000 
strength. With, perhaps, the exception 
of lysol (1 in 150 of water), no other 
antiseptic can be accepted as giving any 
good result or as being so convenient 
for routine use. Let it be clearly estab- 
lished as an axiom, to which no exception 
will be accepted from anybody, that 1-in- 
1000 corrosive sublimate is the very least 
in the way of an antiseptic that must be 
used for the hands in all obstetric practice. 

All that must be carried by the medical 
man or midwife is a sterilized nail-brush, 
soap, and the antiseptic. The hands must 
be scrubbed for five minutes, with two 
changes of water preferably, and then 
scrubbed for another five minutes in the 
antiseptic solution. Merely holding the 
hands in the solution is not sufficient, and 
the amount of time used in the process 
must be taken by the watch. 

The accusation may be brought that 
there is nothing new in this technique; 
undoubtedly this is true, but will even a 
nail-brush be found in every person’s bag 
who practices midwifery? If there are 
only a few such brushless bags, it is an 
excuse for repeating again and again so 
time-worn a principle. If it be sug- 
gested that undue prominence is given to 
the sterilization of the hands, let it be 
remembered that whatever any individual 
opinion may be, it is the opinion of the 
masters of obstetrics throughout the world 
that the hands are still the most danger- 
ous source of puerperal sepsis. 

The most efficient way to cleanse the 
vulva and vaginal entrance before deliv- 
ery is not by douching but by scrubbing 
the parts lightly with pledgets of absorb- 
ent wool, first impregnated with hot soap 
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and water and then with a strong antisep- 
tic. Lysol in the strength of 1 in 150 
to 1 in 200 seems to fulfil the require- 
ments here best, chiefly because it is non- 
poisonous. Corrosive sublimate 1 in 1000 
is decidedly dangerous to use in this way, 
as the writer has seen a mild mercurial 
poisoning set up by a single application. 
If used in strengths much less than 1 in 
1000, corrosive sublimate ceases to be a 
really effectual antiseptic. It must be re- 
membered that only the vulva and vaginal 
entrance need be treated in this way; the 
vagina in most cases requires no treat- 
ment. It is only when an infective dis- 
charge is present that the same procedure 
must be applied to the vaginal walls. If 
the objection is raised that it is not the 
custom to prepare the patient thus, it can 
only be said that it ought to be, and that 
no intelligent woman would object to it 
if it was explained that her safety partly 
depended on it. 

Rubber gloves have been recommended 
and are largely used on the Continent in 
midwifery practice. Very little can be 
said against this practice and everything 
for it. The only objections are the incon- 
venience of sterilizing the gloves by boil- 
ing and the slight limitations of touch 
(easily overcome by practice) which they - 
impose. To those who can disregard 
these objections the rubber gloves will be 
the greatest boon that has been invented 
in modern times. When sterilized by 
boiling and carefully put on, so as to avoid 
infection, the gloves render the hands 
absolutely sterile, a height to which no 
known method of chemical sterilization 
can attain. Nevertheless, it has been re- 
cently shown in a continental clinic that 
the results of a large series of cases in 
which gloves were used were no better 
than those of a similar series in which 
the hands, conscientiously chemically 
sterilized, were employed. There is, how- 
ever, one great use for rubber gloves: 
they can and they should be used by any 
one who has to deal with a case—mid- 
wifery, surgical, or otherwise—which is 
already septic. The hands can in this 
way be protected from infection, and a 
“clean” case may be attended afterward 
without fear of infection from the former. 
If the hands have presumably become in- 
fected from a septic case of any kind, the 
opposite procedure may be adopted if a 
“clean” case arises. After chemically 
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sterilizing the hands and then putting on 
a pair of freshly boiled rubber gloves, 
there is no scientific reason why a mid- 
wifery case should not be attended al- 
though the hands may have been infected. 
The gloves alone, however, cannot be ac- 
cepted as an excuse for not chemically 
sterilizing the hands in such a predica- 
ment. 

In the after-treatment of a labor case 
it is a safe rule that the external genitals 
should be washed with an efficient non- 
poisonous antiseptic every time the urine 
is voided or the bowels act. The most 
convenient way to do this is to syringe 
the parts, not to dab them with cotton- 
wool pledgets; in this way the hands do 
not come into contact with the genitals, 
and if there are any lacerations no pain 
is given. It need hardly be said that at 
all times the nurse must chemically disin- 
fect her hands in the manner already de- 
scribed, when helping in any way before 
labor or dealing with the after-treatment. 
With regard to instruments and appli- 
ances used it goes without saying that 
sterilization by heat must be adopted for 
all things which can be so treated, while 
the rest must be chemically sterilized 
before use. 

The above technique embodies the prin- 
ciples carried out in lying-in hospitals 
throughout the world, and apart from gen- 
eral hygiene it cannot be doubted by any 
thinking men that it is just this adoption 
of stringent antiseptic principles which 
has caused the mortality in lying-in hos- 
pitals to drop to almost mil. 





THE TREATMENT OF DYSPEPSIA. 


In the British Medical Journal of No- 
vember 25, 1905, HutTcuHiIson writes 
upon this subject. 

In dealing with this part of the subject 
he departs from the plan he has hitherto 
adopted, and instead of considering the 
ways by which one can correct the dis- 
order in each function separately, he takes 
up the agents which are at our disposal 
for these purposes, and indicates very 
briefly the manner in which they can be 
used to influence favorably any disorder 
or group of disorders of function which 
the stomach may exhibit. He gives only 
a mere sketch of rational gastric thera- 
peutics. 
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The agents of which we can avail our- 
selves in any attempt to regulate the 
functions of the stomach are these: 


1. General measures—for example, 
rest, exercise, massage, hydrotherapy, 
electricity. 

2. Dietetic means. 

3. Drugs. 


4, Operation. 

We may now consider very briefly the 
special limitations and uses of each of 
these agents. 

1. General Measures.—Our study of 
the causes which produce disturbance of 
function in the stomach has shown us 
what a very large part nervous influences 
play in the process. It follows from this 
that we must in most cases look first to 
agents which act upon the nervous sys- 
tem when we are considering the treat- 
ment of a case of dyspepsia. Of such 
agents none is more potent than rest, 
physical and mental. By rest is not meant 
rest of the stomach itself, such as one 
obtains by exclusive rectal feeding—for 
that is but rarely required in the treat- 
ment of functional dyspepsia—but gen- 
eral rest of the body as a whole, rest in 
bed. So potent is this agent that it suf- 
fices in many cases to send a dyspeptic 
patient to bed to relieve him at once of 
most of his complaints. Yet, in the opin- 
ion of the author, we do not make nearly 
as much use as we might of this simple 
means; we do not send our dyspeptic pa- 
tients to bed half often enough. Equally 
important is mental rest and the liberation 
of an oxertaxed brain from the cares and 
worries of an active business or profes- 
sional life. Many of our readers have 
experienced for themselves the extraordi- 
nary improvement in all the functions of 
the stomach which is brought about by 
going away for a holiday and casting off 
for a time the preoccupations and anxie- 
ties of practice. Exercise is a therapeu- 
tic agent of far less utility than rest, and 
it is much more difficult to know when 
to prescribe it. The author believes it to 
be specially indicated in some cases of 
depression of the motor and secretory 
functions, just as rest is chiefly to be used 
in cases of exaggerated sensibility. 

Of all forms of exercise, riding is prob- 
ably the best—was it not Palmerston who 
said that “There is nothing like the out- 
side of a horse for the inside ofaman” ?— 
but walking, especially in a mountainous 
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country, is very serviceable (it was by 
means of tours in the Alps that Huxley, 
for instance, kept his habitual dyspepsia 
at bay), and golf, which combines with 
walking some exercise of the abdominal 
muscles, is also very helpful. Something, 
also, is said for the use of the voice. Loud 
reading—clara lectio—was a. favorite pre- 
scription of the Roman physicians, and its 
mode of action probably consists in com- 
pression or massage of the stomach by 
the diaphragm favoring motility. Cer- 
tainly any one who has ever done much 
lecturing knows what an appetizer it is. 

Massage—by which is meant especially 
abdominal massage—is a great aid in pro- 
moting one function of the stomach, 
namely motility, but it is doubtful if it has 
any influence on secretion; in hyperesthe- 
sia it is positively harmful. Hence its use 
must chiefly be confined to atonic cases. 
With hydrotherapy as a means of treat- 
ment the author deals briefly, but he 
speaks confidently of the value of hot 
fomentations in allaying hyperesthesia, 
and fancies that suitable “douching might 
greatly stimulate motility. 

About the value of electricity as a Seen 
peutic aid the author speaks hesitatingly, 
for it is so difficult to get the treatment 
properly applied by honest and competent 
persons and at a cost which most patients 
can afford. He is prepared to believe, 
however, that it might aid greatly in stim- 
ulating the movements of the stomach, 
and sees no reason why it should not be 
of as much use in diminishing hyperesthe- 
sia as it sometimes is in painful affections 
elsewhere, such as sciatica. The difficulty 
about most of those so-called physical 
methods of treatment is that of getting 
them carried out efficiently and _persist- 
ently. We are greatly in need of institu- 
tions where such treatment could be 
obtained under skilled supervision and at 
reasonable cost. 

2. Dietetic Means.—In the opinion of 
the author errors of diet play but a small 
part in the production of dyspepsia, and 
he adds that dietetic means are not really 
of much value in its cure. We can do 
much to palliate a patient’s symptoms by 
adjusting the diet so as to burden the 
affected function as little as possible, but 
this is not to cure him in the proper sense. 
Meanwhile, the stomach may recover 
spontaneously, or the error of function be 
cured by other means, but a dyspeptic has 


THE THERAPEUTIC GAZETTE. 


not really recovered until he can digest 
food like other people. So long as he 
requires to observe rules of diet, even al- 
though he is perfectly free from symp- 
toms, so long is he a sick man. 

Without discussing the principles of 
dietetic treatment, the author states in 
general terms that where motility is chiefly 
affected the mechanical form of the food 
is of more importance than its chemical 
composition, but that where secretion is 
perturbed the reverse is the case, whilst in 
hyperesthesia the form and composition 
and temperature of the food have all to 
be considered. Goad cooking is of im- 
portance to the dyspeptic in so far as it 
affects the form and consistence of the 
food, and attractive serving of meals is 
of the greatest help in promoting secre- 
tion. 

Amongst dietetic means must be reck- 
oned alcohol, which in moderate doses is 
a powerful stimulant both of the secre- 
tory and motor functions. Its use should 
therefore be reserved for the atonic cases. 

3. Drugs.—The author quotes an emi- 
nent physician, now deceased, who used 
to sum up his advice to his students 
regarding the use of drugs in dyspepsia 
in these simple words: ‘Gentlemen, if 
you fail with your alkalies try your 
acids.” And is that not pretty much what 
most of us do? If we fail with our bis- 
muth we try our rhubarb, and if we fail 
with rhubarb we try pepsin, and so on— 
groping in the dark, in the hope that we 
may find something that will do good. 
From such treatment no mental satisfac- 
tion can be obtained, but by adopting a 
classification of cases our choice and use 
of drugs at once become easy and rational. 
One has merely to determine what func- 
tion is perverted, and in what direction, 
and then to make use of the drugs which 
are known to act upon that function. Into 
details of the administration of drugs in 
dyspepsia the author does not enter, sim- 
ply suggesting a list of those which are 
of most help in each form of disturbed 
function, as follows: 

Increased Secretion.—Belladonna un- 
doubtedly lessens gastric secretion; but as 
its administration is attended by- incon- 
veniences, it is usually better to content 
oneself with neutralizing the excess of 
secretion by earthy carbonates, such as 
carbonate of magnesia; astringents, such 
as tannic acid, also lessen secretion, and 
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the stomach may be washed out with so- 
lutions of them in some cases. 

Diminished Secretion.—Secretion may 
be promoted by the use of soluble alkalies 
—for example, bicarbonate of soda—and 
bitters before meals; also by stimulating 
drugs, such as capsicum and ginger. It 
may be supplemented by hydrochloric 
acid given an hour after food. Pepsin 
preparations are rarely needed, and are 
of doubtful value. 

Diminished Motility —The movements 
of the stomach may be stimulated by ipe- 
cacuanha, strychnine, quinine, and prob- 
ably also by hydrochloric acid. 

Increased motility is best met by neu- 
tralizing the excess of acid which causes 
it (vide supra). Also by the sedative 
drugs useful in hyperesthesia. 

Increased sensibility is allayed by bis- 
muth, hyoscyamus, bromides, chloral, 
cocaine, hydrocyanic acid, opium, and 
chloroform, and by agents which neutral- 
ize hyperacidity. In the idiopathic (gas- 
tralgic) form it may be treated by arsenic, 
the coal-tar derivatives, by nerve tonics 
such as quinine and strychnine, and by 
bromides. 





SCOPOLAMINE-MORPHINE ANESTHE- 
STA. 


To the Central States Medical Moni- 
tor for November, 1905, EASTMAN con- 
tributes a paper on this subject. He re- 
minds us that Schneiderlein made _ his 
first report of trials with scopolamine and 
‘morphine anesthesia in 1900. Schneider- 
lein is an alienist, and like other workers 
in this field used scopolamine for pro- 
duction of sleep. in restless, insane 
patients. He then combined it with 
morphine, and succeeded in producing 
surgical anesthesia for operations upon 
demented patients. Recently Ries, Seelig, 
Zinke, and Whitaker, in the United 
States, and numerous writers in Ger- 
many and Austria, have reported many 
cases in which scopolamine-morphine in- 
duced satisfactory surgical anesthesia. 
Ries, for example, has used it in breast 
amputations, amputation of thigh, hys- 
terectomy for carcinoma,  thyroidec- 
tomy, abdominal hysterectomy, and pros- 
tatectomy. In seventy-two scopolamine 
anesthesias Ries found no bad results 
which were referable to the method. 

The writer’s first trial was in a case of 


cut throat with almost complete bisection 
of the larynx and extensive wound of the 
skin, fascia, and muscles. A watery so- 
lution of scopolamine one-fiftieth grain 
and morphine one-half grain was made. 
All of this was injected hypodermic- 
ally in three doses, an hour intervening 
between the injections. This patient did 
not go to sleep, but walked to the oper- 
ating table, after which, if he slept at all, 
the sleep was so slight that he immedi- 
ately wakened when spoken to or moved. 
The halves of the larynx were united by 
wiring, and the wounds in the muscles, 
fascia, and skin were closed with catgut 
without pain. No chloroform was used. 

The second case was one of subglenoid 
dislocation of the humerus in a very fat 
old man. He failed in this case to secure 
the desired relaxation of the shoulder 
muscles, and by the open-drop method 
twelve cubic centimeters of ether was 
given. This sufficed to give complete 
anesthesia and relaxation. In the expe- 
rience of most surgeons who have used 
scopolamine-morphine anesthesia, it has 
become necessary to add some other anes- 
thetic to the scopolamine-morphine. 

Both ether and chloroform have been 
used by the European operators, and Ries 
has added infiltration with six-tenths per 
cent of normal salt solution without co- 
caine, which he has used in a number 
of cases successfully, to the complete ex- 
clusion of chloroform and ether. If 
chloroform or ether is used, very little is 
needed and there is no excitement. Vom- 
iting is much reduced. The patients sleep 
for hours, and get over the postoperative 
stage without realizing its customary an- 
noyances. 

Amnesia is pronounced, and patients 
remember little or nothing of the opera- 
tion, although they may seem to have 
been wide awake. In the case of shoul- 
der dislocation the patient tore the ban- 
dage off during the night, but remem- 
bered nothing of it. 

Regarding scopolamine, Ries states the 
following: Scopolamine is an alkaloid, 
extracted from the roots of Scopola car- 
niolica. It is closely related to hyoscine. 
According to some authors, hyoscine and 
scopolamine are identical, or at least iso- 
meric; while others state that hyoscine 
contains scopolamine and is not a pure 
alkaloid. 
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However that may be, it is pretty cer- 
tain that scopolamine, though it is pro- 
duced and sold in crystals, is unstable 
and not absolutely uniform in its compo- 
sition. 

Kochman states the following effects 
of scopolamine, which interest us here: 

1. Small doses increase the blood- 
pressure in» consequence of irritation of 
the vasomotor center; the large doses 
decrease the blood-pressure considerably, 
damaging the excitomotor apparatus of 
the heart. 

2. The pulse is not changed by small 
doses; after large doses, in consequence 
of irritation of the vagus, the pulse be- 
comes less frequent and its elevations 
become greater. 

3. The excitability of the cortex of-the 
brain by faradic currents can be decreased 
by scopolamine. . 

4. Hyoscine and scopolamine produce 
sleep in man even in small doses. The 
sleep is preceded by restlessness. Anal- 
gesia during sleep does not exist. 

5. Respiration is not damaged by ther- 
apeutic doses. Large doses damage it. 

6. Secretion of saliva, perspiration, 
and mucus are stopped by scopolamine. 

7. Applied locally, and after absorp- 
tion, scopolamine is a mydriatic and par- 
alyzes accommodation. 

8. Scopolamine is excreted through 
the kidneys. 

9. The fatal dose of scopolamine is 
unknown. 


THE PRONE-PRESSURE METHOD OF 
ARTIFICIAL RESPIRATION. 


The British Medical Journal of No- 
vember 25, 1905, quotes SCHAFER as 
follows as to the instructions for the treat- 
ment of the apparently drowned: 

Immediately on removal from the 
water place the patient face downward 
on the ground with a folded coat under 
the lower part of the chest. Not a mo- 
ment must be lost in removing clothing. 
If respiration has ceased, artificial respi- 
ration is to be commenced at once; every 
instant of delay is serious. 

To effect artificial respiration, put your- 
self athwart or on one side of the patient’s 
body in a kneeling posture and facing his 
head. Place your hands flat over the 
lower part of the back (on the lowest 
ribs), one on each side, and gradually 
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throw the weight of your body forward 
on to them so as to produce firm pressure 
—which must not be violent—upon the 
patient’s chest. By this means the air 
(and water, if there is any) is driven out 
of the patient’s lungs. Immediately 
thereafter raise your body slowly so as 
to remove the pressure, but leaving your 
hands in position. Repeat this forward 
and backward movement (pressure and 
relaxation of pressure) every four or five 
seconds. In other words, sway your body 
slowly forward and backward upon your 
arms twelve to fifteen times a minute 
without any marked pause between the 
movements. This course must be pur- 
sued for at least half an hour, or until 
the natural respirations are resumed. If 
they are resumed, and, as sometimes hap- 
pens, again tend to fail, the process of 
artificial respiration must be again re- 
sorted to as before. 

Whilst one person is carrying out arti- 
ficial respiration in this way, others may, 
if there be opportunity, busy themselves 
with applying hot flannels to the body and 
limbs, and hot bottles to the feet; but no 
attempt should be made to remove the 
wet clothing or to give any restoratives 
by the mouth until natural breathing has 
recommenced. 

Hypodermic injections of atropine sul- 
phate (1/100 to 1/50 grain) and of 
suprarenal extract (either as adrenalin 
chloride or in any other form) may be 
used to assist recovery. 

The advantages claimed 
method are: 

1. The ease with which the physical 
operations necessary to carry on artificial 
respiration may be performed—hardly 
any muscular exertion is required. 

2. The efficiency of the gaseous ex- 
change produced by it between the out- 
side air and the air in the lungs. 

3. The extreme simplicity of the pro- 
cedure; no complex manipulations are re- 
quired. 

4, The impossibility of the air-passages 
being blocked by the falling back of the 
tongue into the pharynx. 

5. In cases of drowning, the readiness 
with which water and mucus are ex- 
pelled from the air-passages through the 
mouth and nostrils. 

6. Involves no risk of injury to the 
congested liver or to any other organ. 


for this 
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CONCERNING PHENOL-CAMPHOR. 


GILLETTE writes to the American Jour- 
nal of Surgery for December, 1905, on 
this subject. He says that much has been 
published lately in various journals con- 
cerning phenol-camphor. It has been a 
favorite of the author for some fifteen 
years. The formula which he has used 
is somewhat different from those pub- 
lished. It is made by taking three parts 
of gum camphor and adding to it one 
part of carbolic acid crystals. Use heat 
to liquefy the phenol. Phenol which has 
been liquefied by the addition of glycerin 
will not make a perfect mixture. In a 
few hours the camphor and carbolic acid 
will be blended into a fluid which is per- 
manent, being changed neither by the 
lapse of time nor by changes of tempera- 
ture. A peculiar odor is noticeable when 
the drugs are first placed together. This 
entirely disappears by leaving the stopper 
out of the bottle for a few days. It will 
not destroy normal tissue as carbolic acid 
will do, and it may be used freely upon 
the fingers and other parts of the body 
without following the application with 
alcohol. As a dressing it may be used 
with absorbent cotton or gauze, or it may 
be combined with petrolatum in any pro- 
portion. A few drops of the phenol- 
camphor may be added to an ounce of 
fluid petrolatum and used with an atom- 
izer in many conditions of the nose and 
throat. Tonsillitis will often be aborted 
by swabbing freely with the fluid, used 
full strength. It does not whiten the 
tissue, nor does it cause any pain when 
applied to an open wound, or to the 
mucous membrane. 

The author does not know of any con- 
traindication to its use, after many years 
of experience with the remedy. 





ACTION OF THE ROENTGEN RAYS UPON 
THE BLOOD: AN EXPERIMENTAL 
STUDY. 


To American Medicine of December 2, 
1905, Morris contributes a paper on 
this subject, and reaches the following 
conclusions concerning the immediate 
action of the Roentgen rays upon the 
blood of rabbits and rats: 

1. The Roentgen rays cause a marked 
diminution in the absolute number of 
leucocytes in the peripheral circulation. 
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2. Preceding the leukopenia, there 
may be a moderate rise in the number of 
leucocytes eight to twelve hours after the 
exposure, the increase being due largely 
to the greater number of polynuclear 
cells in the circulation (observed only in 
the rabbit) ; the same condition may be 
found just at the end of the exposure, 
subsiding rapidly. 

3. The lymphocytes are especially 
susceptible to the action of the rays; they 
are affected first and most intensely. 

4, Alteration in the histological char- 
acters of the lymphocytes and polynuclear 
amphophiles may be found in the rabbit, 
similar to those described in the lymphoid 
tissue and bone-marrow. 

5. Hard tubes produce the 
marked changes in the leucocytes. 

6. No noteworthy numerical or histo- 
logical alteration takes place in the red 
blood cells within the first few hours fol- 
lowing exposure. The percentage of 
hemoglobin is not essentially affected 
within the same time. 


most 





THIOSINAMINE IN THE TREATMENT OF 
TINNITUS AURIUM. 


In the Medical News of December 30, 
1905, McCutxacuH after telling of the 
use of this drug says that he would draw 
the following conclusions from his expe- 
rience with thiosinamine: (1) That this 
drug exerts a markedly beneficial action 
on ear disease accompanied by the forma- 
tion of new connective tissue; (2) that 
this beneficial action is due to an increased 
pliability of this tissue, allowing the usual 
forms of treatment to accomplish their 
object better; (3) that its administration 
should always be accompanied by mechan- 
ical measures; (4) that as good results 
may be obtained by administration by the 
mouth as hypodermically; (5) that better 
and more prompt results may be obtained 
in recent cases; (6) that it exerts a 
beneficial action on vertigo; (7) that care 
should be used in looking for contrain- 
dications; (8) that better results may be 
obtained with it in the relief of tinnitus 
than with any drug used heretofore. 

The writer has purposely refrained 
from speaking of the result of its use on 
the hearing, as his original object in the 
use of the drug was an investigation into 
its effect on tinnitus, and he has not kept 
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careful or accurate enough records of tests 
to make his observations along that other 
line of any value. He says, incidentally, 
that many of the patients under treatment 
have voluntarily mentioned or admitted 
upon inquiry a noticeable improvement 
in hearing, including those in whom the 
tinnitus was not very much improved. In 


many cases this improvement has been | 


decidedly marked. 





CLINICAL FACTS RELATING TO SUPER- 
HEATED MILK. 


FiscHER in the Monthly Cyclopedia of 
Practical Medicine for December, 1905, 
reminds us that we are indebted to 
Soxhlet for devising means of procuring 
germ-free milk. This noted chemist be- 
lieved that to kill the germs in milk 
should be our sole object in the prepara- 
tion regardless of the after-effects. The 
profession all over the world took this 
hint kindly, and there are sterilizers in 
use wherever civilization is found. 

Sterilization aims chiefly to destroy 
pathogenic bacteria, such as typhoid or 
diphtheria bacilli, thus preventing the in- 
troduction of living disease germs into 
the body. The main argument in favor 
of complete sterilization is the necessity 
of destroying tubercle bacilli and prevent- 
ing the transmission of tuberculosis. 

If milk contains pathogenic bacteria 
for any length of time, the toxins gener- 
ated by these bacteria will not be des- 
troyed, even though the milk be subjected 
to a temperature much higher than that 
of the boiling point. The toxins of some 
pathogenic bacteria can withstand a 
temperature of 300° F., according to 
Prof. Victor Vaughn. 

The mistake made in the teaching of 
Soxhlet’s principle is that it disseminates 
the impression that if milk is sterilized 
for from thirty to forty-five minutes the 
same is a wholesome article for baby feed- 
ing, because the living germs were killed 
by continued steaming; ergo, the milk is 
suitable for infant feeding. 

This is not true, because, in the first 
place, even prolonged boiling does not 
kill the spores of all bacteria; and in the 
second place, the chemical poisons pro- 
duced by certain germs are not altered by 
the temperature of boiling milk.. These 
toxins remain in solution and are poisons 
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which, when continuously given, must 
hurt the infant. The writer has always 
associated the continuous feeding of milk 
containing toxins in solution as one of 
the causes of scorbutus, and perhaps the 
main cause. 

Immunity from infectious diseases has 
frequently been found in the nursling, 
due no doubt to the presence of a large 
quantity of serum, which holds antibodies 
in the human milk. 

There is no question that the serum 
albumin and lactalbumin present in cow’s 
milk contain immunizing and protective 
substances similar to those found in 
human milk, which are destroyed when 
milk is subjected to the process of 
sterilization; and which protective sub- 
stances are not altered or modified when 
milk is heated to a temperature ranging 
between 100° F. (the author’s plan) or 
to that of 140° F. (Babcock and Russell’s 
plan), for the reason previously stated. 

The physiological requirements are 
that all the constituents of the milk must 
be digested before they can be absorbed 
into the system. Therefore there is dis- 
tinct loss of utility in boiled milk because 
the living cells of fresh milk do not enter 
into the circulation direct, as they would 
do in fresh unboiled milk. 

In practice it will have been noticed by 
most medical practitioners that there is a 
very distinctly appreciable lowered vital- 
ity in infants who are fed on boiled milk. 
The process of absorption is more de- 
layed, and the quantity of milk required 
is distinctly larger for the same amount 
of growth and nourishment of the child 
than is the case when fresh milk is used. 

Milk consists of a number of fat cells 
suspended in serum. These cells form 
the cream. The serum consists of water 
in which is dissolved milk-sugar and 
serum albumin, with various salts, includ- 
ing iron, and chief factor of all, casein. 
The cells with the exception of the fat- 
corpuscles are all living cells, and they 
retain their vitality for a considerable 
time after the milk is drawn from the 
mammary glands. 

There is reason for supposing that 
when fresh milk is ingested, the living 
cells are at once absorbed without any 
process of digestion, and enter the blood 
stream and are utilized in building up the 
tissues. The casein of the milk is inges- 
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ted in the usual way of other albuminoids 
by the gastric juice and absorbed as pep- 
tone. There is also absorption of serum 
albumin by osmosis. The chemical re- 
sult of boiling milk is to kill all the living 
cells and to coagulate all the constit- 
uents. Notably herein we have coag- 
ulated albuminate of fluorin and iron. 

Butyric acid is frequently found in- 
stead of lactic acid after submitting milk 
to the process of sterilization. The first 
evil result noticed while using sterilized 
milk is that children so fed are constipa- 
ted. It is noteworthy that prolonged use 
of sterilized milk results in rachitis. For 
this reason the symptom of constipation 
has been so intimately associated with 
the resultant rickets that many clinical 
observers believe constipation, to be in 
many instances a forerunner of rickets. 
There are many cases of scurvy that can 
be traced to a long continued use of ster- 
ilized milk, and when such scorbutic 
symptoms manifest themselves, a radical 
change, such as the feeding of raw milk, 
will modify such a condition very rapidly. 

What has just been said concerning 
the use of raw milk in the treatment of 
scorbutus applies equally well to the 
benefit which will be noted when we 
attempt to relieve a constipated condition 
during sterilized milk feeding and pre- 
scribe raw milk. 

Raw milk is natural milk. A woman 
nurses her baby with milk without sub- 
jecting it to chemical changes, hence it is 
natural milk—.e., milk served in its 
natural state. If we imitate nature and 
take woman as an example, then cow’s 
milk, if procured under hygienic condi- 
tions, with strict sanitary supervision, 
may be fed to children without subject- 
ing the milk to the process of sterilization. 
Certain reasons can be given as to why a 
woman’s breast-milk is, and should be, 
neither boiled, sterilized, nor pasteurized. 
For this reason the albumin, fat, salt, and 
sugar are fed in a very assimilable form. 

When milk is sterilized or boiled there 
is a coagulation of the living substances, 
such as the albuminate of iron and phos- 
phorus, which are derived from tissues 
containing them, and hence they are pre- 
sent in a devitalized form as proteids. 

Infants require phosphatic and ferric 
proteids in a living form. These are 
present in raw milk only. When we 
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prescribe cod-liver oil as a restorative in 
rickets, we do so in order to feed “a live 
food’ to overcome the harm that has 
been caused by giving a devitalized or 
dead food. Such deadness or devital- 
ization is produced by feeding sterilized 
milk or boiled milk for any length of 
time. 

Exceptional instances may be quoted 
where milk must be steamed or pasteur- 
ized to a temperature capable of destroy- 
ing the tubercle bacillus. This can be 
accomplished, according to Russell and 
Babcock, by subjecting milk to a temper- 
ature of 140° F. This should be borne 
in mind if the source of milk is unknown 
or the age of the milk cannot be ascer- 
tained. When, however, we _ have 
municipal control and the sanitary super- 
vision of milk dairies, and we are conver- 
sant with the methods used in the dairy, 
then the author’s advice has always been 
to warm the milk to blood heat (temper- 
ature, 100° F.) for five minutes, and feed 
in this manner the required quantity at 
stated intervals. 

A careful inquiry into the results of 
sterilization will show that: 

First, the coagulation of the milk 
albumin by sterilization or boiling may 
render the milk more difficult of diges- 
tion. 

Second, sterilization or boiling inter- 
feres with the coagulability of milk by 
rennet, and presumably, therefore, with 
its digestibility by the gastric juices. 

Third, free fat, as found in sterilized 
or boiled milk, is probably not readily 
assimilated in infant food. The fat, not 
free, being enclosed in a less easily de- 
structible envelope, is probably slow of 
digestion. 

The following table of C. H. Stewart 
shows the percentage of soluble albumin 
in milk at various temperatures: 








Soluble Soluble 
Time of heating. ae oe lneated milk. 

Per cent. | Per cent. 
10 minutes at 60° C. (140° F.)..... 0.423 | 0.418 
30 minutes at 60° C. (140° F.)..... | 0.435 | 0.427 
Io minutes at 65° C. (149° F.)..... | 0.395 0.362 

30 minutes at 65° C. (149° F.)..... © 395 0.333 
10 minutes at 70° C. (158° F.)..... 0.422 0.269 
30 minutes at 70° C. (158° F.)..... © 421 0 253 
10 minutes at 75° C. (167° F.)..... 0.380 - 0.070 
30 minutes at 75° C. (167° P.)..... © 380 0.050 
10 minutes at 80° C. (176° F.)..... 0.375 none. 
30 minutes at 80° C. (176° F.)..... 0.375 none. 
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A study of the above table will soon 
convince the student that there is a 
decided loss of albumin, which is the 
proteid and really the backbone of milk. 
The loss of albumin occurs least in pas- 
teurized milk and most in milk subjected 
to a temperature required to sterilize 
according to Soxhlet’s method. When 
we consider the treatment advocated to 
relieve scurvy brought on by a continuous 
feeding of “dead milk” caused by high 
temperature sterilization, then the indica- 
tion is to stop sterilization and feed a 
milk containing a “live factor,” which is 
warmed raw milk. 

In attempting to relieve obstinate 
constipation by continuous _ sterilized 
milk feeding, nothing will replace the 
sudden change of feeding with milk 
subjected to less heat. This method has 
been used and advocated by the author 
for many years, and is simply imitating 
nature. 





RADIUM, ITS KNOWN MEDICAL VALUE. 


The Medical Record of January 6, 
1906, contains an article by METZzEN- 
BAUM in which he concludes from a care- 
ful and complete résumé of the medical 
literature regarding the use and value of 
radium, and from a fairly large personal 
clinical experience covering a period of 
nearly two years, that the following in- 
ferences can be drawn: 

1. That lupus responds promptly to the 
action of radium, and that this result is 
obtained as readily as with the Finsen 
light or the #-rays, and that these results 
seem permanent. 

2. That small epitheliomata without 
glandular involvement heal rapidly under 
the action of the radium rays. 

The epitheliomata may be situated on 
the face, within the nasal cavity, mouth, 
pharynx, larynx, vagina, rectum, or blad- 
der, provided the tubes of radium can be 
brought into intimate contact or close 
proximity to the diseased area. 

Large epitheliomatous areas of the 
mucous membranes may not be influenced 
to any marked degree, probably because 
in large areas the disease is not only super- 
ficial but the deeper tissues are involved 
as well. Epitheliomata on the skin re- 


spond far more readily than those of the 
mucous membranes; this is probably be- 
cause the skin is kept dry and is not irri- 
tated by moisture or friction of the parts. 
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The healing of epithelioma under the ac- 
tion of the radium rays seems to be per- 
manent. 

3. The rodent ulcers about the face and 
head respond better to the action of 
radium than to any known agent except- 
ing the #-rays, and the results are better 
than those usually obtained by surgical in- 
terference. 

4. Deep-seated, malignant growths 
seem beyond the influence of the radium 
rays, and even when an incision is made 
into the growth and the tube of radium is 
inserted into its interior there is then only 
a histological change in that part of the 
growth surrounding the tube of radium, 
as is demonstrated by a microscopical 
study of the tissue. Even if the radium 
rays exerted any beneficial influence on 
truly malignant, deep-seated growths, the 
fact could not be used to any great ad- 
vantage in these cases, for the local action 
would be so pronounced as to cause an 
ulceration of the skin before it could in- 
fluence the growth beneath. 

5. In certain cases of total blindness, 
possibly in which some of the fibers of the 
optic nerve still remain intact, a sensation 
of light may be noted when a tube of 
radium of high activity is placed in front 
of the eye or against the temporal re- 
gion. But thus far radium has given no 
beneficial results in the treatment of blind- 
ness. 

6. When tubes of radium are applied 
to old scars resulting from healed lupoid 
ulcers, it causes them to lose their rough 
and fibrous appearance and renders the 
area quite smooth and pliable, so it re- 
sembles more nearly the healthy tissue. 

7%. Radium cannot be used like the 
x-rays to obtain skiagraphs, for it re- 
quires at least twelve hours’ exposure be- 
fore the rays penetrate the hand, and then 
there is not as sharp a differentiation be- 
tween the tissue as is shown by the +-rays. 
Again, from such a long time exposure 
the skin would be so irritated as to cause 
it to ulcerate. 

8. The beneficial results obtained from 
radium have been equally good when 
using tubes of low activity, costing but a 
few dollars, as when using tubes of very 
high activity, costing several hundred dol- 
lars. 

9. Up to the present time radium is to 
be classed with the Finsen light, #-rays, 
and surgery in the treatment of lupus, 
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and with surgery and the #-rays in the 
treatment of rodent ulcer and small epi- 
theliomata. 


THE SYMPTOMS OF INTERNAL PILES, 
AND THE TREATMENT IN THE 
EARLIER STAGES. 


FEDDEN contributes to Treatment for 
December, 1905, a paper on this subject 
in which he says that the treatment of 
piles in their earlier stages is not compli- 
cated, but to be successful it must be car- 
ried out conscientiously. The author lays 
stress on the importance of preventing 
straining and traumatism to the pile-bear- 
ing area, by maintaining the feces in a 
soft condition by gentle aperients, aided 
with injection of olive oil. At least one 
daily evacuation must be obtained. Con- 
stipation is almost invariably associated 
with hemorrhoidal formation, although 
it is not a necessary accompaniment. One 
occasionally comes across patients in 
whom diarrhea is present. In the vast 
majority of cases rectal constipation has 
been present for a great number of years. 
By this is meant that the lower bowel is 
never efficiently emptied. If such cases 
are examined an hour after what they 
consider a normal evacuation, feces will 
still be found in the rectum, showing that 
the rectum has been converted into a res- 
ervoir, instead of being employed as an 
expelling apparatus as it normally should 
be. Such patients usually suffer from 
extreme lassitude, and have a sallow com- 
plexion. They generally follow a seden- 
tary occupation. The diet in these cases 
should receive attention; hard and indi- 
gestible meats, rice, and vegetables which 
contain much woody fiber, should be for- 
bidden—in fact, anything which tends 
to increase the bulk and solidity of the 
evacuations. Fresh fruit should form a 
staple article of daily diet. In women 
especially, in whom the tendency to par- 
take of sparing quantities of fluid is so 
marked, the amount of liquid taken daily 
should be inquired into, and if insufficient 
they should be instructed to drink at least 
a full tumbler of water (hot or cold, min- 
eral or distilled, it matters not) the last 
thing at night and again on rising in the 
morning, as a deficient supply of fluid is 
a powerful factor in the production of 
constipation. Patients who give up alco- 
hol undoubtedly get on better than those 


who take it, and on this account it is best 
to advise against its use. 

If, with careful attention to the above 
details, the case does not improve, or if 
the patient experiences marked distress, 
then resort should be had to operation, 
the results of which are most satisfac- 
tory, and the risk of which is perhaps less 
than in any other in the whole range of 
surgery. Very many cases, especially in 
hospital practice, are too far advanced 
when first seen for the question of any 
treatment other than operation to be con- 
sidered; but when cases are seen early 
enough other forms of treatment should 
be first attempted before resorting to op- 
eration. In cases seen prior to the oc- 
currence of protrusion, and in those in 
which the protrusion returns spontane- 
ously, simple treatment on the above 
lines, together with a healthy life and 
daily outdoor exercise, is of undoubted 
benefit. 


UTERINE INERTIA AND _ ITS 
MENT. 


MANAGE- 


The following abstract of an article by 
BRoDHEAD in the New York Medical 
Journal of January 13, 1906, is apropos 
of the symposium on this subject in the 
February issue. In speaking of uterine 
inertia in the third stage of labor Brod- 
head tells us that this manifests itself in 
one of two ways: first, in retention of the 
placenta, and secondly, in hemorrhage. 
The condition often follows inertia in the 
preceding stages, but it may also occur 
after a precipitate labor, or if the uterus 
is the seat of new growths. In the case 
of precipitate labor, the power of the 
uterus seems to have been expended in one 
or two strong expulsive contractions, the 
result of which is that it becomes greatly 
relaxed, and hemorrhage from this cause 
is at times very profuse. When there 
are fibroids in the uterine wall, the normal 
involution or rearrangement of the mus- 
cular fibers is interfered with, relaxation 
and hemorrhage resulting. The prophy- 
laxis of uterine inertia in the third stage 
naturally consists in the prevention of the 
same condition in the preceding stages, 
but great stress should be laid upon the 
importance of having the uterus followed 
down carefully during the birth of the 
child. Again, the uterus should be care- 
fully observed during the entire third 
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stage, for if the fundus is kept at the 
level of the navel, and if the uterus is 


massaged during periods of relaxation, 


inertia will be prevented in many cases. 
If, on the other hand, the fundus is not 
held the uterus may become greatly re- 
laxed, and hemorrhage result. In a 
number of instances the author has known 
serious postpartum hemorrhages to have 
taken place within the uterine cavity, very 
little blood having escaped from the 
vagina. Had the uterus in these cases 
been properly observed, such blgod loss 
could not have occurred. 

The treatment of retention of placenta 
need not detain us long. In the absence of 
hemorrhage a number of attempts should 
be made to cause firm contraction of the 
utérus, in order to use the Credé method 
of expression. Unless bleeding is profuse, 
he advises waiting at least one hour be- 
fore resorting to manual extraction. The 
operation must be done under strict anti- 
septic precautions, for the possibility of 
septic infection at this time is very great. 
The hand should be carefully introduced, 
muscular contraction, if present, overcome 
by gentle pressure, and after thorough 
separation of adhesions the placenta is 
seized and extracted. 

The treatment of postpartum hemor- 
rhage is one of the most practical subjects 
with which we are called upon to deal. 
Prophylaxis consists in the proper man- 
agement of the uterus during the latter 
part of the second and the entire third 
stage of labor. Should hemorrhage occur 
in spite of vigorous massage, the placenta 
should be removed at once, by expression 
if possible, but by hand if necessary. 
Knowing that portions of retained pla- 
centa may cause continuance of bleeding, 
it is very important to be sure that the 
uterus has been thoroughly emptied. 
There are many ways of treating post- 
partum hemorrhage, but one becomes 
accustomed to a routine procedure which 
from personal experience has been found 
to be effective. In a few words the author 
here outlines the plan which has given 
him good results. As soon as the uterus 


has been emptied, ergot should be given 
by mouth, or, if the hemorrhage is alarm- 
ing, by hypodermic injection, and massage 
of the uterus kept up vigorously. Usually 
a hot vaginal douche of normal salt or 
weak lysol solution, given at a tempera- 
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ture of 116° F., will be sufficient to check 
the bleeding. If not, the douche nozzle is 
carried up into the uterus and a uterine 
douche of the same solution at the same 
temperature is given. Hemorrhage con- 
tinuing, we give a hot uterine douche of 
a two-per-cent solution of acetic acid. 
For this purpose he carries with him in 
his outfit a four-ounce bottle of the 
Squibb eighty-per-cent acetic acid, two 
ounces of which added to three quarts of 
water will make a solution of requisite 
strength. If acetic acid fails, and there 
have been very few instances in. his ex- 
perience where it has failed, the uterus 
should be tightly tamponed with plain 
sterile or a five-per-cent iodoform gauze. 
If one is unprepared to pack the uterus 
a piece of ice may be carried up and 
rubbed about in the cavity of the uterus, 
a procedure which is occasionally fol- 
lowed by firm uterine contraction. Some 
obstetricians prefer a weak iodine solu- 
tion instead of acetic acid. There are 
many other plans of treatment advised 
by various authorities which time will not 
allow us to consider. In emergency, 
when there are no provisions for pack- 
ing, if massage fails to control the bleed- 
ing firm bimanual compression of the 
uterus should be made. 

The after-treatment of uterine inertia 
consists in the use of tonics and stimu- 
lants, special stress being laid on the 
great value of hot saline enemata in cases 
in which hemorrhage has_ occurred. 
Where blood has been lost patients need, 
and should be given at once, heat, fluid, 
and stimulants, all of which can be 
quickly and easily supplied by these ene- 
mata. The response which is made to 
this treatment is sometimes little short of 
marvelous. 


PHYSIOLOGICAL ACTION OF TEA AS A 
BEVERAGE. 


BRUNTON in an article on this subject 
in the January issue of the Practitioner 
reminds us that, unfortunately, tea is 
liable to abuse as well as use, and just as 
bills, which properly employed may 
greatly help a commercial man, will bring 
about hopeless bankruptcy if overdrawn, 
so tea and its congeners, if abused, will 
bring about the most disastrous results. 
One of these is a consequence of the 
power of tea to lessen disagreeable sen- 
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sations, for it not only lessens fatigue, but 
it lessens hunger as well, and thus tends 
to prevent nutriment being taken which 
would otherwise build up the organism, 
and restore the energy taken from it by 
exertion under the influence of tea. All 
teas, however good, have this action, but 
in addition to it some teas have an inju- 
rious effect upon the stomach itself on ac- 
count of the tannin which they contain. 
Tannin when taken along with butcher’s 
meat hardens it and renders it less digest- 
ible, so that a meat-tea is often provo- 
cative of dyspepsia. Upon farinaceous 
food it has no such action, and the expe- 
rience of people has shown that bread and 
butter, toasts, and rusks go well with tea. 
Fish and eggs are softer than meat and 
do not suffer so much from the tannin 
action of the tea, whilst bacon is already 
hard and remains unaffected. But it is 
not only upon the food that tannin exerts 
its injurious action. It affects the mu- 
cous membrane of the stomach itself and 
lessens its digestive power. The differ- 
ent kinds of tea vary in the amount of 
tannin they contain, and according to Dr. 
Tebb it is somewhat less in China tea 
than in India and Ceylon teas. It de- 
pends, perhaps, even more on the mode 
of preparing the tea than upon the tea 
itself. When boiling water is simply 
poured on the leaves, and is again poured 
off after standing for a few minutes, only 
a small proportion of tannin is extracted, 
but when the leaves are boiled or stewed 
a great deal of tannin is dissolved out, 
and is apt to produce severe dyspepsia. 

It is thus evident that tea may inter- 
fere with nutrition in three ways: first, 
by lessening the feeling of hunger; sec- 
ondly, by rendering food less digestible; 
and thirdly, by interfering with the di- 
gestive power of the stomach. At the 
same time that it thus lessens the nutri- 
tion of the body, it enables the person to 
use up much more energy than he or she 
would be able to without its aid, and the 
consequences of this are most evident in 
regard to the nervous system. Although 
tea prevents the sensation of fatigue 
from being felt for a while, yet exhaus- 
tion is going on, both in mind and body, 
and this usually at length causes disin- 
clination either for mental or bodily 
exertion, and tends to destroy the power 
of doing any useful work, either mental 
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or bodily, even when the attempt is made. 
Power of self-restraint is diminished, and 
the person becomes nervous, unduly sen- 
sitive, timid, and emotional. Not infre- 
quently ringing in the ears is felt, giddi- 
ness, headache, sometimes very severe 
neuralgia, and  tremulousness. The 
tremors seem to be more readily induced 
by green tea than by black tea, and the 
writer has known of one case in which 
two or three cups of green tea were suf- 
ficient to induce marked tremor. An 
officer in the army, who was suffering 
from severe neuralgia, and who, though 
moderate in alcohol, took too much tea 
and tobacco, once consulted the writer, 
who cut off his tobacco and alcohol, but 
allowed him to go on with his tea. The 
neuralgia continued, and he consulted 
another medical man, who promptly cut 
off the tea as well, with the satisfactory 
result that the patient quickly recovered. 
Neuralgia is very apt to occur in nervous 
people who are able ordinarily to take a. 
great deal out of themselves either by 
sheer force of will or under excitement, 
and are thus more liable to reduce them- 
selves below normal than those of more 
lymphatic temperament. Neuralgia has 
been described as the prayer of a nerve 
for better blood and more of it, and if 
this is true, as the writer believes it to be, 
one can easily see how tea, by enabling 
these people to take even more out of 
themselves than they otherwise could, 
will render their neuralgia more severe 
and more continyous. It is evident that 
a similar result is to be expected in regard 
to other nervous functions, and that the 
stability of the brain may be so seriously 
impaired that the combination of starva- 
tion and stimulation, produced by exces- 
sive tea drinking, will certainly produce 
a tendency to mental derangement, even 
if it does not actually determine its onset. 

But, in addition to its action on the 
nervous system, tea is a powerful stimu- 
lant to the circulation, and if abused will 
tend to weaken this, just at it tends to 
weaken the nervous system, and will lead 
to feebleness of the pulse and palpita- 
tions. 

All teas are not equally injurious. 
Ceylon and India tea are preferred by 
many people to China tea on account of 
their aroma and stimulating qualities, and 
so long as they are taken in moderation 
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and prepared in the right way by simple 
infusion for two or three minutes, and 
then pouring the water off from the 
leaves, they will suit healthy people very 
well. But whether it is on account of the 
higher proportion of tannin they contain, 
or some other reason which we do not yet 
know, they are not so good for weak 
digestion as China tea, which, especially 
if it is prepared in the way just recom- 
mended, by infusion for two or three 
minutes only, is less likely to cause dys- 
pepsia than other kinds of tea. 

The taste of tea is much affected by 
. the nature of the water in which the 
leaves are infused. Hard water and 
water containing iron do not make good 
tea, and the chalybeate water is apt to 
make a very dark infusion from the tan- 
nin of the tea reacting on the iron in the 
water and producing ink. Water in 
which the hardness is “temporary,” de- 
pending on the presence of calcium car- 
bonate, may be softened by boiling, which 
drives off the carbonic acid gas, and thus 
precipitates the calcium carbonate which 
it keeps in solution in the water. But 
water from which the gases have been 
driven off is insipid, and water which has 
been boiled twice, so that all the gases 
it would usually contain have been re- 
moved, does not make good tea. In places 
where the soil is chalk and limestone, and 
the water is consequently hard, it is better 
to make tea with boiled soda-water, 
Apollinaris, Salutaris, or some other 
effervescent water free from lime. This 
procedure tends also to lessen the consti- 
pation which the hard water is apt to 
produce. 

Where these waters cannot be had, a 
pinch of bicarbonate of soda into the tea- 
pot improves the infusion. 

The physiological action of tea is 
usually attributed almost entirely to the 
alkaloid, theine or caffeine, which it con- 
tains, but the writer does not think that 
this can be the case, because green tea, 
which contains no more alkaloid than 
black tea, has a much more powerful 
effect upon the nervous system, an effect 
which cannot be explained by the some- 
what larger proportion of tannin, and 
must be due to some other constituents 
in the leaf. Green tea and black tea are 
not obtained, as many people suppose, 
from different varieties of the plant, but 
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only differ in their method of prepara- 
tion; the leaves which form the green 
tea being roasted in a pan shortly after 
they are plucked, while those that form 
black tea are allowed to undergo a form 
of fermentation before roasting. 

To sum up shortly what has been said ° 
in this paper: Tea, when properly pre- 
pared, and taken in moderation, is both 
useful and agreeable. When taken in too 
great quantity, or along with butcher’s 
meat, when too strong, when infused too 
long, or still more when boiled and 
stewed, it is apt to produce digestive 
troubles. When taken to excess it may 
produce nervous symptoms of the most 
serious character, and facilitate, if it does 
not actually produce, mental degenera- 
tion. 


SOME TOXIC EFFECTS OF ASPIRIN. 


Dockray reports a case of this char- 
acter in the British Medical Journal of 
December 30, 1905. In this case there 
was marked idiosyncrasy to the drug. 
The patient had only taken 100 grains in 
all, in 10-grain doses. 

The drug had a marked effect on all the 
sensory cranial nerves, causing, when the 
patient was most fully under its influence, 
numbness and anesthesia, followed, as the 
patient was recovering, by pain. Except 
for slight ptosis, which only lasted a few 
hours, and only occurred at the very 
height of the attack, there was no loss of 
muscular power. The facial muscles were 
not affected, there was no squint, and the 
difficulty in swallowing was probably due 
to the loss of sensation of the mucous 
membrane. Most cases of reported intoxi- 
cation by this drug differ from this one 
in that the chief symptom was a transi- 
tory edematous swelling of the face and 
scalp. No mention is made of any effect 
on the sensory nerves. 

The heart was not affected at all. Had 
not the pulse remained good and steady 
compared with the extreme restlessness 
of the patient, the case would have as- 
sumed an alarming aspect. Franke 
says, in reporting a case of his own, that 
his pulse-rate “rose to 60”-—not a very 
alarming or very high pulse-rate. Bar- 
nett records quite recently two cases in 
which a single dose of 15 grains caused 
“violent palpitation, difficult respiration, 
a feeling of extreme weakness, and gradu- 


























ally approaching unconsciousness’—these 
symptoms all pointing to an attack of 
syncope. In connection with this point 
one notices that the drug had a marked 
diuretic action which lasted for some 
days. The specific gravity of the urine 
was extremely low for three or four 
days, and it was pale and straw-colored. 
Although advised to drink plenty of fluid, 
the writer does not think his patient fol- 
lowed out this instruction to such an ex- 
tent as to affect the urine. No phenol 
reaction could be obtained. In Barnett’s 
cases, on the other hand, the urine was 
dark-green. 

Although the ear was too painful for 
examination by an otoscope, there was 
evidently an acute inflammation of the 
right middle ear, which took some days 
to subside. This inflammation, in the 
author’s opinion, was due entirely to the 
drug, and it has made him careful in ad- 
ministering aspirin in any cases compli- 
cated with ear trouble. That the right 
side only should be affected is strange. 

Finally, he suggests that 714 grains is 
a sufficiently large dose of aspirin to be- 
gin with. If no unpleasant results occur 
after taking this amount, it can then be 
easily increased. 





DIET IN GOUT. 


W. G. Situ, in the Practitioner for 
January, 1906, in speaking of the path- 
ogenesis and treatment of gout uses these 
words: “The sum of the whole matter 
amounts to this. Let us plead for a wider 
and more catholic conception of gout 
than that popularly accepted; let us cease 
to focus our mental lens too exclusively 
upon a single factor; let us frankly ac- 
knowledge our ignorance of the true 
pathology of gout, and confess, with 
Roberts and von Noorden, that, in re- 
spect of dietetics, when we enjoin our 
patients to take freely such foods as milk, 
cream, and cheese, which are almost free 
from purin bodies, and to be sparing of 
food which contains an excess of purin 
bodies (e¢.g., meats, thymus, pancreas), 
we embody almost all there is to be said. 
Of vegetables, oatmeal, peas, haricot 
beans, and lentils contain the largest 
amounts of purin bodies. White bread, 
potatoes, rice, cabbage, and onions con- 
tain very small quantities.” 
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THE MEDICAL TREATMENT OF UTERINE 
FIBROIDS AND ITS LIMITATIONS. 


Witson contributes a paper on this 
subject to the Lancet of December 30, 
1905, in which he expresses the view that 
although much cannot be hoped from the 
direct effects of medical treatment, it is 
often possible to alleviate the symptoms 
to which fibroids give rise, and in this 
way to postpone operation and frequently 
to obviate it altogether. Of the symp- 
toms thus amenable to treatment the most 
important, by reason not only of its fre- 
quency but also of its baneful results, 
is hemorrhage, which in the great 
majority of cases retains its periodical 
character. The source of the bleeding 
is the endometrium, which in the pres- 
ence of submucous and intestinal fibroids 
becomes hypertrophied in either its glan- 
dular or interstitial constituents, or both. 
The hypertrophy leads commonly to 
marked thickening of the endometrium, 
which may give rise to uneven fungoid 
prominences and not infrequently to the 
formation of mucous polypi, even of con- 
siderable size; these last appear to be most 
apt to form in uteri the cavities of which 
have become unevenly dilated and de- 
formed by the growth of the tumor. 
Another source of bleeding has occasion- 
ally been observed, as in a case related by 
Duncan, in which a large vein on the 
surface of an interstitial fibroid burst and 
led to the rapid death of the patient from 
bleeding. Such an occurrence is, how- 
ever, of great rarity, and the almost in- 
evitable source of bleeding in fibroids is 
the endometrium. 

Rest, ergot, and the application of 
iodine to the endometrium form a com- 
bination of the most generally useful 
methods of treatment of menorrhagia, 
whether due to fibroids or any other 
cause. Hot douches are also sometimes 
useful in the treatment of hemorrhage; 
when used for this purpose they should 
be copious, at least five or six pints in 
amount, and should be administered, al- 
ways with the addition of some mild anti- 
septic such as boric acid or Condy’s fluid, 
at a temperature of 115° F. Adminis- 
tered in this way they are frequently of 
decided service in checking profuse bleed- 
ing, but the benefit obtained is merely 
temporary. Cold applications such as an 
ice-bag to the hypogastrium have been 
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recommended, and may occasionally be 
found of temporary service in the treat- 
ment of the less serious cases of men- 
orrhagia. A hot spinal bag either to the 
lower dorsal or lumbar spine is also said 
frequently to be of conspicuous service. 
Rest in bed should be absolute during the 
flow in any patient who is suffering from 
excessive menstrual loss due to fibroids. 
In the intervals it may be necessary also to 
cause the patient to lie down for one or 
more hours in the middle of each day, 
but as exercise in the open air is equally 
necessary to keep the patient in health, it 
becomes a matter requiring considerable 
skill and judgment to apportion the rela- 
tive amount of rest and exercise that will 
best suit an individual case. 

Many drugs have been recommended 
and tried in the treatment of hemorrhage, 
a number of them the same as those 
recommended for the promotion of ab- 
sorption of the tumor. Turpentine, gallic 
acid, hamamelis, salipyrin, strychnine, 
quinine, digitalis, antipyrin, cannabis in- 
dica, lead and opium pills, alum, calcium 
chloride, and many other drugs have been 
tried in turn, none of them, however, 
comparing in their action with ergot ad- 
ministered in considerable doses, from 
one-half to one drachm three or four times 
a day continuously over long periods of 
time. In his own practice the author 
orders these doses to be taken both dur- 
ing the interval and throughout the men- 
strual periods, and he has obtained more 
satisfaction from them than from any 
other drug. Rarely after taking large 
doses of the drug for a time a patient 
complains of a sensation of pins and 
needles or numbness in the extremities, an 
indication for stopping the administra- 
tion or reducing the dose. It is necessary 
always to bear in mind that ergot is not a 
safe drug to give to patients with weak 
cardiac action, whether due to functional 
or organic disease. The author reports 
a case with chronic anemia and cardiac 
dilatation due to uterine fibroids which 
repeatedly fainted after taking moderate 
doses of ergot for a few days. The next 


most reliable drug in the treatment of 
hemorrhage is hydrastis, from one-half 
to one drachm of the extract three or four 
times a day. This drug fails more fre- 
quently than ergot, but it can be used in 
cases of anemia and cardiac weakness in 
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which ergot is contraindicated, and is use- 
ful besides by acting as a general tonic. 
Frequently he has found advantage in 
administering ergot and hydrastis in com- 
bination. 

In addition to the methods of treating 
hemorrhage just enumerated, there are 
various local means which may be briefly 
touched upon in this place. The bilateral 
division of the cervix and internal os was 
said to have been successful in reducing 
hemorrhage, but it has long been aban- 
doned for safer and better methods. 
Incisions in the capsule of the tumor 
were recommended and practiced, but the 
risks of subsequent infection and slough- 
ing of the tumor are too great to allow of 
its being looked upon as a legitimate 
method of treatment. The Apostoli 
treatment appears to have obtained its 
greatest success in the treatment of hem- 
orrhage. The electrode introduced into 
the uterus produces a caustic effect, fol- 
lowed by the formation of fibrous con- 
tractile cicatrices, and the action of the 
remedy appears to be similar to that of 
curetting followed by the application of 
caustics, with the disadvantages that 
many sittings are required, at each of 
which there is a risk, slight but distinct, 
of septic infection, and that the caustic 
action is confined to limited portions of 
the endometrium. ; 

In a small percentage of fibroids in 
which the chief or only symptom is bleed- 
ing, curetting of the endometrium fol- 
lowing cervical dilatation forms an 
excellent method of treatment. It is, how- 
ever, only applicable to those cases in 
which the uterine cavity is not much de- 
formed and contains no prominent tumors 
that are likely to have their vitality im- 
paired or destroyed. In many cases the 
author has found it preferable to make 
applications of Churchill’s tincture of 
iodine to the endometrium, either on a 
Playfair probe or by means of Braun’s 
syringe. When carried out with proper 
precautions this method is not risky, al- 
though in former years fatal accidents 
seem to have occurred, and in one case at 
least a perforation of the uterus took 
place and led to fatal peritonitis. It is 
necessary that the internal os be some- 
what open or that it be dilated before 
making the injection. In cases in which 
the uterine cavity is tortuous it is best 

















not to attempt the application unless in 
dire emergency. Not more than 30 drops 
of the solution should be injected at one 
time, and the patient should be kept in 
bed for the rest of the day. The author 
prefers iodine to other caustics for the 
application, because it is at the same time 
a reliable antiseptic and a good hemos- 
tatic, and’also because it does not give rise 
to more than a superficial necrosis of the 
endometrium. The application can be re- 
peated once a week in the intervals 
between the periodical losses. The treat- 
ment of the anemia that results from 
excessive loss due to fibroids requires 
care. While the author has frequently 
seen iron recommended in this condition, 
in cases in which he has himself given the 
drug he has invariably found that while 
the anemia seemed to be temporarily im- 
proved, the next catamenial loss was more 
profuse than ever, and when it was over 
the anemia was as bad as, or worse than, 
before. He is therefore firmly convinced 
that the correct treatment of the anemia 
here consists in stopping by some means 
or other the hemorrhage that is its cause. 





CHLORIDE OF ETHYL. 


While a large number of papers upon 
this subject have appeared there has not 
been any very noticeable advance sug- 
gested or technique described. Two facts 
stand out, however, as commonly recog- 
nized—the one that the large number of 
inhalers which individual ingenuity has 
suggested is unnecessary, the other that 
although in point of safety ethyl chloride 
when administered by skilled hands comes 
between ether and chloroform, it is far 
from being an absolutely innocuous anes- 
thetic, as some persons seem to wish the 
public to believe. It is, indeed, matter 
for serious comment that it should be ex- 
ploited by persons who hold no medical 
qualification and no experience of, or 
power to treat, any complications which 
occasionally arise in administering any 
anesthetic. In the Lancet of November 
25, 1905, a very able paper by Dr. Flora 
Murray appears. It deals with her ex- 
perience of chloride of ethyl as an anes- 
thetic for young children. The patients 
were aged from five days old and up- 
ward, and many had no special prepara- 
tion and were weakly and ill-nourished. 
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The operations ‘were in some cases for 
the relief of conditions which had caused 
respiratory embarrassment, but even with 
these Dr. Murray found the anesthetic 
successful. She regards watching the 
respiration as the surest guide, the ocular 
reflexes in children being untrustworthy. 
As regards respiration it is pointed out 
that being a powerful respiratory stimu- 
lant chloride of ethyl may, if too large 
doses are given, cause apnea and tonic 
contraction of the diaphragm, with a fatal 
result. She met with no deaths, but four 
children stopped breathing. They, how- 
ever, recovered. Her method is to spray 
three cubic centimeters upon a sponge in 
a celluloid cone held near the mouth, as 
the breathing of infants is too feeble to 
evaporate the anesthetic if it is sprayed 
into a bag. Air is given when the nar- 
cosis grows deep, and more anesthetic 
added when signs of consciousness ap- 
pear. 

Upon the other hand, Dr. W. J. Mc- 
Cardie, who has done such excellent work 
with this anesthetic, traverses the im- 
munity to danger in cases of respiratory 
embarrassment. He regards patients with 
obstructed breathing as bad subjects for 
chloride of ethyl. Narrating his ex- 
periments with various mixtures of this 
drug with chloride of methyl, Dr. Mc- 
Cardie has come to the conclusion that 
the pure drug is better and more satisfac- 
tory than any such mixture. His experi- 
ence is in consonance with that of many 
others, that such mixtures as the so-called 
somnoform which contain bromide of 
ethyl are by no means devoid of danger. 
The death-rate is difficult to ascertain; 
Dr. McCardie suggests 1 in 10,000 for 
chloride of ethyl. Dr. Ware has met 
with six nearly fatal cases in 1000 admin- 
istrations. The dangers are respiratory 
failure—this is by no means uncommon ; 
and if a concentrated dose is given for 
some time cyanosis and asphyxial phe- 
nomena may soon appear; fall of blood- 
pressure occurs, which is lowered in spite 
of the bright color of the face, and this 
often deceives the inexperienced; actual 
syncope is rare. Several deaths have been 
recorded during the year, but in some of 
these it is doubtful whether the drug was 
the only factor in bringing about the 
fatality. 

Mr. G. W. Bamfylde Daniell gives a 
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careful summary of his experience with 
this anesthetic in dental practice. He 
found that five per cent of his patients 
vomited. The difficulty of giving chloride 
of ethyl when prolonged operations about 
the mouth and its neighborhood are in 
progress has been overcome by an in- 
genious method, designated by Dr. G. A. 
H. Barton and described in the Lancet of 
July 8, 1905. Planchu advocates chloride 
of ethyl in obstetric practice and advises 
that it should be given from gauze held 
in the hollow of the hand. Gaudiana 
records 200 cases of which he kept notes. 
In one he failed to produce anesthesia, 
and in others he met with temporary 
respiratory paralysis. He uséd chloride 
of ethyl for patients with bronchitis, al- 
buminuria, and heart disease, but without 
dangerous consequences. Gaudiana found 
vomiting to be absent unless food had 
been taken recently. He convinced him- 
self of the safety of this anesthetic as 
compared with bromide of ethyl, as under 
the latter, he asserts, twenty-four deaths 
have been recorded. Craig’s experience 
coincides with this.—Lancet, Dec. 30, 
1905. 





STASIS HYPEREMIA IN ACUTE SUPPU- 
RATIVE PROCESSES. 


Since the early part of the year 1905, 
when Bier first recommended stasis 
hyperemia in the treatment of acute sup- 
purative inflammations, HERHOLD (Miin- 
chener medicinische Wochenschrift, Feb. 
6, 1906) has employed it in 35 cases, of 
which 14 were felons, 5 suppurative 
tenosynovitis, 15 furuncles, and one a cel- 
lulitis of the thigh. , 

The boils were treated by covering 
them with a glass dome from which the 
air was exhausted. In the remaining 
cases circular constriction of the ex- 
tremity was applied above the seat of the 
lesion. To prevent the formation of 
blebs and vesicles when employing cir- 
cular constriction the skin should be pro- 
tected from the rubber band by a few 
turns of a primary muslin bandage. 

The amount of constriction must be 
kept under control for at least the first 
ten minutes. It should be sufficiently 


great to abolish the pain and yet not cause 
blueness and coldness of the extremity. 
If properly applied the skin is somewhat 
warmer and redder than normal, and 
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there is no numbness of the digits. The 
amount of the constriction should be 
regulated again in the afternoon. 

The felons were opened by a small in- 
cision as soon as a focus of pus mani- 
fested itself beneath the skin, and the 
congestion was continued. No drainage 
nor packing was used in the wound, but 
a moist dressing was applied to the sur- 
face. The patients stated that pain sub- 
sided as soon as the congestion was insti- 
tuted. On the following day if pus had 
not already been manifest it was found 
in a small drop at the tip of the finger. 
This was evacuated, and within two or 
three days more the central slough was 
so softened that gentle pressure caused it 
to be exuded, whereupon there was left 
a simple granulating wound. 

In treating boils mild suction was em- 
ployed for fifteen to twenty minutes twice 
daily. Boils in which pus had not yet 
formed rapidly disappeared. In cases in 
which pus was present the overlying skin 
was first incised, and then suction during 
the following days aspirated pus and 
blood, and boils were cured without 
further treatment. With large furun- 
cular abscesses an incision at least one 
centimeter long was necessary to secure 
the desired results. The painful packing 
of these wounds is rendered unnecessary 
by this method. The boil is protected 
simply by placing over it a small piece of 
perforated gauze which is held in place 
by two small strips of adhesive plaster. 

In two of the 14 cases of felon stasis 
congestion caused an increase of pain and 
inflammatory signs, so that this treat- 
ment was discontinued; in one the patient 
was cured without suppuration; and the 
remaining 11 pursued a very favorable 
course. The average duration of treat- 
ment in the twelve cases was eleven days. 

In one of the 15 cases of furunculosis, 
stasis treatment was discontinued in favor 
of local applications because of wide- 
spread outbreak of boils. The remaining 
14 cases were cured after an average of 
9.2 days of treatment. 

Of the five cases. of suppurative 
tenosynovitis of the hand, treatment was 
ineffectual in one because of the great 
extent of the affection; in a second im- 
provement during the first two days was 
followed by an increase in the severity 
of the symptoms; in a third case a pre- 




















existing extensive lymphangitis became 
worse at the site of constriction and the 
patient showed marked febrile reaction; 
in only two cases was treatment pursued 
till patients were cured, on the fourteenth 
and twenty-eighth days respectively. 

The cellulitis of the thigh which de- 
veloped secondary to a kick subsided 
within twenty-four hours after applying 
constriction, leaving only the lacerated 
wound for further treatment. 

In conclusion the writer states that 
stasis hyperemia in acute suppurative pro- 
cesses, particularly in furuncles and 
felons, gives very good results and should 
be regarded as an additional means of 
surgical treatment, but it is not a cure-all 
and should be used only with caution and 
intelligent supervision in severe phleg- 
monous inflammations. 





ARTIFICIAL CONGESTION IN ACUTE 
SUPPURATIVE INFLAMMATIONS. 


Since perfecting his technique of em- 
ploying Bier’s method of venous stasis, 
Cottey (Miinchener medicinische Woch- 
enschrift, Feb. 6, 1906) has obtained the 
most gratifying results in cases of acute 
suppurative inflammation. He strongly 
urges personal supervision of the treat- 
ment. 

In an effort to ascertain in what man- 
ner this method proves beneficial the 
writer injected into mice pure cultures 
of the staphylococcus obtained from an 
abscess of the elbow-joint. All of the 
mice sickened, and the majority died of 
sepsis. Pus from the elbow was intro- 
duced into a flask of bouillon, and the 
mixture was divided into two parts. To 
one part was added three times its own 
volume of serum obtained through a hol- 
low needle from the artificially congested 
and greatly swollen affected arm of the 
patient. After twenty-four hours injec- 
tions of the bouillon-pus mixture caused 
most of the mice to die, whereas injec- 
tions of the serum-bouillon-pus mixture 
did not cause a single death, although the 
mice appeared ill. Further experiments 
were then made with serum obtained from 
the unaffected arm of the patient after it 
had been made artificially hyperemic, but 
this exerted very little if any inhibitory 
action on the virulence of the micro- 
organisms. Further tests with similar 
results indicate that antibodies develop in 


REPORTS ON THERAPEUTIC PROGRESS. 


273 





the serum of the affected limb during 
congestion, although they are not formed 
in the remainder of the body. These anti- 
bodies inhibit bacteria and favorably in- 
fluence the course of the disease. 

Similar antibodies are known in blis- 
ters caused by counter-irritation, and it 
seems not improbable, as maintained by 
Bier, that all so-called derivatives act by 
causing congestion. 

In the extremities stasis is accom- 
plished easily by constriction, but its ap- 
plication to the chest and abdomen is 
more difficult. 

The writer has not had mych success 
with the method in treating empyema, but 
the results in peritoneal suppuration have 
been brilliant. One man came to the hos- 
pital with an epityphlitic abscess. He had 
been having sweats and chills for sev- 
eral days, the sclera were yellow, and he 
was profoundly septic. A diagnosis of 
septic thrombosis of the portal vein was 
made, and operation seemed contraindi- 
cated. A large suction flask was placed 
over the left iliac region of the emaciated 
patient, while the pelvis was elevated, and 
the air in the flask was exhausted by a 
pump. Chills ceased on the third day. 
The patient recovered without having 
passed any pus per viam naturales. 

Perimetritic exudate and gonorrheal 
salpingitis which have persisted in spite 
of every other form of conservative treat- 
ment have yielded to the action of the 
suction bottle combined with elevation of 
the patient’s pelvis. The bottle was placed 
above the symphysis a little to one side 
or the other of the median line. The 
treatment is not applicable to very obese 
women. 

On evacuating the bottle a palpating 
finger in the vagina can recognize the suc- 
tion on the soft parts at the bottom of the 
pelvis. From the first day of treatment 
an appreciable decrease in the exudate oc- 
curred without producing any unfavor- 
able symptoms. Massage was employed 
in the later stages in conjunction with 
stasis hyperemia. 

The writer’s experience with venous 
stasis confirms the favorable results ob- 
tained by Bier and Klapp in all forms of 
acute suppuration, but he has been par- 
ticularly impressed by some wonderful 
results in puerperal mastitis and inguinal 
adenitis. 
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In contradistinction to the usual pro- 
longed convalescence with subsequent 
milk-fistulz in cases of mammary abscess 
treated by open incisions and drainage, 
he cites the case of a woman thirty-two 
years of age whose left breast at the outer 
side was hot, swollen, red, and exceed- 
ingly tender. The patient had a high 
fever. The exploring needle introduced 
into the region of deep fluctuation 
evacuated a few drops of fluid, which mi- 
croscopically consisted of milk, blood, and 
pus, together with cocci and bacteria. 
Stasis was employed for ten minutes twice 
daily. Temperature returned to normal 
in five days, and patient ceased coming 
for treatment two days later as she felt 
perfectly well. When seen three weeks 
later the breast was normal. 

Eight other cases with almost identical 
clinical histories gave similar results. 
Nearly all of them were treated as out- 
patients. 

On one man who had buboes secondary 
to a boil on the thigh the suction ap- 
paratus was applied twice daily for three 
days, when the previously’indurated mass 
became softened. A half-pint of pus was 
evacuated through a small puncture. 
Stasis treatment was continued, and the 
patient was cured thirteen days later. 

Another man had a hard, non-fluctuat- 
ing bubo the size of the fist secondary to 
a wound of the foot. Skin was adherent 
to the mass. Patient was feverish and in 
great distress. In fourteen days complete 
subsidence of the swelling was accom- 
plished without suppuration, there re- 
maining only a freely movable gland the 
size of a bean. 

After evacuation of the pus in cases of 
suppuration within a tendon sheath the 
rule seems to be a sloughing of the ten- 
don, whereas in the cases treated by a 
stasis hyperemia after evacuation the ten- 
don was saved. 

Heretofore the only way to prevent a 
progressive extension of necrosis in acute 
suppurative osteomyelitis has been by 
prompt use of the chisel. The writer has 
seen three cases cured solely by the use 
of Bier’s method of venous congestion. 

One patient had high fever, was som- 
nolent, and had acute osteomyelitis at the 
lower end of both tibiz. Under treat- 
ment the swelling in the right leg 
promptly subsided. An abscess formed 
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and was opened in the left leg on the fifth 
day. Treatment continued, and wound 
healed in three weeks without fistula 
formation. 

The writer has not had an opportunity 
to test the method in actinomycosis, but 
on theoretical grounds thinks it ought to 
prove successful. 

A short incision is sufficient for evacu- 
ating the pus in cases of abscess which 
are to be treated by stasis. Long inci- 
sions are needless and may interfere with 
the application of the method. 

In treating advanced cases of furun- 
cles or carbuncles the slough mostly comes. 
away at the second or third application. 
When seen in the very early stage a boil 
can be made to disappear by one treat- 
ment. 

Bier and Klapp both state that dia- 
betes offers no contraindication to treat- 
ment by constriction bandages and suc- 
tion pumps, but the writer has seen two 
cases which cause him to sound a warn- 
ing in this direction. Both were severe, 
one having 6.3 and the other 5.1 per cent 
of sugar. In neither case was the per- 
centage appreciably influenced by drugs 
and diet. The suction bottle was applied 
to both for furuncles on the buttocks. In 
one, each boil treated was converted into 
a large abscess and the surrounding skin 
became gangrenous; in the other a. ring 
of cutaneous gangrene, corresponding to 
the rim of the bottle, occurred at each of 
the five places at which it was applied. 

One case of uncomplicated suppurative 
middle-ear disease in a youth was treated 
successfully by congestion produced by 
constricting the neck. This method of 
producing congestion of the head is abso- 
lutely contraindicated in the old and in 
patients with thickened arteries because 
of the danger of apoplexy. 

A rather striking result was obtained 
in a young man who was cured of a pre- 
patellar bursitis. He had an obstinate 
weeping eczema of the entire body except 
of the hands and soles of the feet. The 
treatment directed against the bursa cured 
the eczema in that leg. The opposite leg 
and the arms were then constricted, and 
the eczema disappeared from them. Suc- 
tion apparatus was applied over the trunk 
with a similar result. Special cups were 
made to fit over the scalp and face, and 
the eczema in these regions was cured. 

















Constriction of the penis and scrotum 
caused such great swelling that the 
patient became alarmed and declined the 
treatment. Every other known form of 
therapy was then tried, but proved futile. 
Patient finally consented to constriction, 
whereupon the eczema disappeared from 
the penis and scrotum in sixteen days, 
and the patient was discharged with a 
smooth, tender, clean skin. 

Since then all other cases of eczema, 
though few in number, have been treated 
by constriction alone, and all were cured. 

Paronychia, which mostly disables the 
patient for several days under surgical 
treatment, can be made to disappear 
within a few hours if treatment is started 
early. An elastic ligature should be ap- 
plied to the finger until the tip becomes 
blue, and then should be kept on for 
some time longer; then it should be loos- 
ened, and after a short pause again tight- 
ened—alternating in this way, but keep- 
ing up treatment several hours. 

Experience shows that the action of 
stasis hyperemia is increased by the aid 
of baths. A general bath of twelve to 
fifteen minutes at a temperature of 36° 
to 37° C. is preferable to a local bath. 
Its beneficial effect seems to be due to its 
causing an intense general cutaneous cir- 
culation, which in turn induces a prompt 
subsidence of the congestion in the con- 
stricted limb after the bandage has been 
removed, and this should be done before 
the patient leaves the bath. 








BIER CONGESTION IN ACUTE INFLAM- 
MATION. 


The praises of passive congestion by 
means of rubber bands are loudly sung 
by Hass (Wiener klinische Rundschau, 
No. 46), who has used it in a large 
number of purulent infections of the 
limbs, especially in panaritium and teno- 
synovitis, with results which he claims 
could not be approached by any means 
hitherto used. 

Stich (Berliner klinische Wochen- 
schrift, Nos. 49 and 50) also praises the 
method highly, getting good results in 
everything but osteomyelitis. He warns 
all users of the method to exercise great 
care in regulating the amount of conges- 
tion produced. 


REPORTS ON THERAPEUTIC PROGRESS. 








275 


TREATMENT OF MEDIASTINAL CARCI- 
NOMA WITH THE X-RAYS. 


PFAHLER (American Medicine, Feb. 
10, 1906) reports six cases of carcinoma 
of the mediastinum treated by the +-rays, 
and says the results are at least encour- 
aging. As a whole the line of treatment 
offers more than can be hoped for from 
any other line. All the cases show some 
improvement, though three patients have 
died. The other three are either well or 
nearly so. Sufficiently good results have 
been obtained in these cases to justify 
recommending the use of the +-rays early 
in such patients. It has been shown 
beyond a doubt that the Roentgen rays 
can affect deep-seated disease without 
destroying superficial tissues. 





THE RATIONAL TREATMENT OF CON- 

GENITAL LUXATION OF THE HIP. 

In reviewing the work done on congeni- 
tal dislocation of the hip P. LE DamMany 
(Revue de Chirurgie, No. 2, February, 
1906) finds the methods of Lorenz and 
Paci incomplete. Though admirable up 
to a certain stage, the writer finds that 
one fundamental factor in the case of this 
lesion is lost sight of in their treatment, 
namely, the correction of the anatomical 
defect. Aside from a shallowness of the 
acetabulum two more considerations 
should be considered—the obliquity and 
forward position of the acetabulum and 
torsion of the femur, both the result of 
failure to support the weight of the body 
by the dislocated hip. 

In order to procure a satisfactory result 
the author claims that these defects must 
be overcome. 

To arrive at these results he divides his 
treatment into two distinct periods—the 
first the reduction of the dislocation and 
maintenance of the head of the femur in 
the acetabulum ; the second attempted cor- 
rection of the tilting of the pelvis and 
consequent forward obliquity of the ace- 
tabulum and the faulty torsion of the 


‘femur. 


The reduction and fixation of the head 
is obtained by the methods exploited by 
Lorenz, Paci, and others. The aythor 
draws attention to the great care that 
should be taken to prevent any lesions of 
the skin under the plaster dressing, the 
absolute necessity of the most scrupulous 
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cleanliness, and the pains that should be 
_taken to prevent reluxation during the 
_ process of applying the cast and the time 
consumed in hardening of the plaster. 
This last difficulty may be prevented, 
first, by the ‘position of the thigh, abduc- 
tion and flexion; secondly, by pressing 
the great trochanter upward and inward 
with the palm of the hand. The author 
invented a special form of pelvic support 
procuring practically absolute immobility 
during the fixation of the plaster. It con- 
sists of a dorsal and pelvic support armed 
with two braces, upon which the thighs 
and legs rest. 

Up to this stage the treatment is prac- 
tically that of the authors mentioned 
before. 

After the swelling and acute pain of 
the hip-joint have subsided, the author 
allows the little patients to get up out of 
bed, and supports them in the upright 
posture, encouraging them to take a few 
steps. At first the child has to be helped 
and encouraged, as the unusual position 
makes it fearful of falling, but the patient 
soon gains confidence and walks around 
the ward depending upon chairs, beds, 
etc., for its aid. Le Damany gets his 
patients up sometimes as early as the sec- 
ond, never later than the seventh, day. 
It is of the utmost importance during this 
treatment to ascertain the exact position 
of the head by frequent skiagraphs. 

After from two to four months of this 
treatment the author considers the posi- 
tion of the bone fixed, the only motions 
to be guarded against being hyperexten- 
sion and adduction, and forces acting 
upon the inner aspect of the thigh. 

The rationale of this ambulatory treat- 
ment lies in the following theories: first, 
the constant pressure of the head of the 
femur upon the floor of the acetabulum 
tends to deepen the developing cup; sec- 
ondly, the support of the body weight on 
the affected side tends to correct the ana- 
tomical defects mentioned above. 

The second era of the treatment is now 
entered upon, namely, correction of pel- 
vic tilting and overcoming of the torsion 
of the femur. These results are arrived 
at first by the ambulatory treatment dur- 
ing the healing of the joint, secondly by 
means of a plaster jacket furnished with 
a steel bar, which is movable, and by 
means of which the strapped thigh may 


be placed in any position that is desired. 
This treatment is commenced after the 
head is firmly fixed in the acetabulum 
and continued from eight to ten months, 
after which time the cure should be com- 
plete. The apparatus just described is 
only employed at night, the child being 
allowed to walk about freely during the 
day. 

In conclusion the author states that 
unless the correction of anatomical de- 
fects is accomplished the cure will be 
uncertain and problematical as to per- 
manency, and no case should be allowed 
to leave the surgeon’s hands until a thor- 
ough attempt at correction has been 
made. 





DOUBLE PYONEPHROSIS—AUTOPSY 
REPORT. 


KRoTOSZYNER (American Journal of 
the Medical Sciences, February, 1906) 
reports the case of a man of thirty-nine 
who had for a year symptoms of severe 
kidney disease following an injury caused 
by falling from a carriage upon the left 
side. Physical examination did not 
reveal anything of note. Cystoscopy 
showed ulceration of the bladder about 
the ureteral orifices, and clouding of the 
urine occurred so readily that ureteral 
catheterization proved impossible after 
several careful attempts. Hence exact 
diagnosis so far as the relative involve- 
ment of the two kidneys was concerned 
was impossible. Operation was decided 
upon, and the left kidney was exposed and 


found to be converted into a sac of pus.. 


It was ligated en masse and removed. 
The patient rallied well and urinated 
thirty-five ounces in the first twenty-four 
hours. During the first three days after 
operation the temperature did not rise 
above 99°, while the pulse increased to 
120. Uncontrollable vomiting and _hic- 
cough set in, uremia and sepsis developed, 
and the patient died five days after the 
operation. At the autopsy the remaining 
kidney, the right, was large and soft; 
its capsule stripped easily, showing sev- 
eral yellowish spots projecting above its 
surface. On section it showed several 
irregular cavities from which pus exuded. 
Macroscopic examination showed paren- 
chymatous nephritis, and in some places 
suppurative foci. The author thinks it 
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possible that if at the time of operation 
nephrotomy and drainage had been done 
on the right kidney the patient’s life might 
have been saved. 





SYPHILITIC NECROSIS OF THE FRON- 
TAL BONE—REPAIR. 


Gray and ArcuHiBaLtp (Montreal 
Medical Journal, January, 1906) report 
a case of extensive syphilitic necrosis of 
the frontal bone in a woman thirty-two 
years of age. The necrotic process fol- 
lowed an injury to the forehead, and for 
a time the character of the necrosis was 
obscured, but finally it was decided that 
it was due to syphilis. Operation was 
performed on January 1, 1905, about six 
months after the lesion was first noticed. 
The scalp was reflected by a crucial inci- 
sion and all the dead bone removed, lay- 
ing bare the dura over an extent 3 inches 
transversely and 2% inches vertically. 
The wound progressed toward healing, 
but two months after the first operation 
it was necessary to remove more bone 
which had become necrotic. In April the 
wound was granulating, and the defect 
was repaired by means of a flap raised 
over the anterior surface of the left fore- 
arm. Within ten days the flap was uni- 
ted sufficiently to allow the pedicle to be 
cut. The resultant scar, though promi- 
nent, was concealed by an arrangement 
of false hair. 





FACIAL NEURALGIA—LOCAL INJEC- 
TIONS OF ALCOHOL. 


The injection of alcohol, to which 
small amounts of cocaine or stovaine may 
well be added, into the ganglia of the fifth 
nerve is enthusiastically recommended by 
OstwaLt (Berliner klinische Wochen- 
schrift, No. 1, 1906). In most cases the 
second and third branches are most 
severely affected, and the injection is 
made into their ganglia. 

After careful disinfection of the mouth 
and anesthetization of the point of punc- 
ture with cocaine, the syringe is filled 
with 3 cubic centimeters of 80-per-cent 
alcohol plus 1 grain of cocaine or sto- 
vaine and armed with a bayonet-shaped 
needle (Schlosser’s “cannula”). The 
point of the needle is entered just behind 
‘the wisdom tooth, through the mucous 
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membrane of the alveolar arch. The 
mucous membrane and thick submucosa 
are pierced, and the external pterygoid 
muscle either penetrated or passed on the 
inner side and the needle pushed on until 
it reaches the pterygoid process of the 
sphenoid bone. Then it is slowly forced 
on until the greater wing of the sphenoid 
is reached. The needle point is passed 
along the groove between these long pro- 
jections until resistance suddenly ceases 
and the soft tissues in the foramen ovale 
are encountered. The needle is then 
forced up one or two millimeters and one 
to two cubic centimeters of the alcohol 
very slowly injected, moving the needle 
point slightly from time to time so as to 
reach all parts of the ganglion, but avoid- 
ing the most external part, where only 
motor fibers are found, on account of the 
proximity of the foramen spinosum and 
the danger of wounding the middle men- 
ingeal artery, which enters through it. 
The point is then withdrawn two milli- 
meters and pushed forward along the 
same groove until bony resistance ceases 
as the line of junction of the zygomatic 
and sphenomaxillary fossz is reached. 
The needle is then forced upward 6 to 8 
millimeters, when it reaches the foramen 
rotundum and the root of the supramax- 
illary branch. The needle point can be 
made to reach behind the bridge of bone 
which separates the foramen from the 
superior orbital fissure, and this shows 
that the proper place is reached. When 
thus assured that the needle point is at 
the right spot an injection is made of 
1 to 1% cubic centimeters alcohol solu- 
tion into the foramen. If the supraorbi- 
tal branch is also affected the needle point 
may be pushed directly up over the 
bridge of bone mentioned above and thus 
reach its point of exit, and inject one 
cubic centimeter at this point also. 

As shown by animal experiment the 
alcohol causes a temporary degeneration 
of the nuclei and nerve fibers and a less- 
ening of sensation, which lasts several 
days or rarely several weeks. With this 
comes a temporary cessation of the pain 
and a permanent improvement. When 
the pain begins to return, which is gen- 
erally -in about a week, the injection 
should be repeated, and several injections 
are required in most cases to give com- 
plete relief. As each injection is followed 
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by permanent improvement there is no 
trouble in getting the patient’s consent. 
The method has also given good results 
in tic-douloureux, the injection being 
made into the facial nerve at its exit from 
the stylomastoid foramen. There is no 
interference with the conducting power 
of the nerve and no paralysis. Ostwalt 
has also cured a number of cases of neu- 
ralgia of various peripheral nerves by 
injections into the nerve trunk, but gives 
no details. 





TRAUMATIC ARTHRITIS OF THE KNEE. 


A condition of fibrous inflammation is 
described by Horra (Berliner klinische 
Wochenschrift, No. 1, 1906) which 
results either from a series of small con- 
tusions or from a severe blow or wrench. 
It begins as a fibrous hypertrophy of the 
mass of fat underlying the patellar liga- 
ment, accompanied by pain and stiffness 
of the joint. The edges of the synovial 
membrane may be involved in the inflam- 
mation and likewise undergo fibrous 
hypertrophy, and even give rise by being 
broken off to free bodies in the joint. 
Similar conditions following trauma have 
recently been described in other joints. 
Treatment consists in massage, and if this 
fails to give relief, in operative removal 
of the fibrous masses. 





STARVATION AND LOCKING THE BOlIV- 
ELS FOR FROM TEN DAYS TO 
TWO WEEKS. 

Ketty (Surgery, Gynecology, and 
Obstetrics, February, 1906) states that 
in his complete tears he mostly turns 
down an apron to avoid passing his su- 
tures into the bowel surface, dissects out 
the sphincter muscle and sutures it inde- 
pendently with catgut sutures, besides 
splinting the sphincter with a silkworm- 
gut suture, transfixing it just back of the 
ends and passing up through the septum. 
In one old casé he had had a failure. He 
therefore resolved to carry through a new 
plan, giving the bowels complete rest and 
insuring an easy movement at the end of 
ten days without risk to the tender wound. 
Prior to the operation no food was given 
for twenty-four hours. The second day 


4. drachms of albumen water was admin- 
istered ; the third day about 2 ounces, and 
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the fourth day about a similar quantity. 
From the fourth day on the patient re- 
ceived 4 drachms every three hours until 
the tenth day. An oil enema was admin- 
istered, and on the following day a lico- 
rice powder, which in turn was followed 
by another oil enema, which was followed 
by 2 drachms of sulphate of magnesia, 
after which the patient had a large, partly 
formed stool with no scybala. The oper- 
ation succeeded perfectly. The total 
amount of albumen taken by the patient 
who was thus locked up and put on a lim- 
ited diet during a ten-day period was one 
quart and 13 ounces. The most impor- 
tant factor in securing the first evacua- 
tion is to have the patient lying on the 
side in the Sims position so as to obviate 


.Straining. As soon as the bowels are 


moved broth, beef juice, or wine jelly is 
given for twenty-four hours, and then 
egg, creamed sweetbreads, and after this 
bread, toast, and soup. The patients are 
kept in bed for eighteen days as a rule. 

One of the inherited gynecological tra- 
ditions runs to the effect that if the bowels 
be locked scybala are sure to form, and 
when they pass are bound to tear open 
the wound. This difficulty can be con- 
trolled by diet, since these hard masses 
are not formed with albumen. 

This diet Kelly has recently used with 
good effect in reducing a very stout 
woman with umbilical hernia. Moreover, 
it may prove valuable in treating hysteri- 
cal patients in aiding our efforts to strike 
a new balance with the nervous system. 
Locking up of the bowels is of value in 
plastic work about the rectum, and lim- 
ited diet in so far as this is concerned is 
incidental. 





GONORRHEAL EXOSTOSIS OF THE OS 


CALCIS. 


BaER (Surgery, Gynecology, and Ob- 
stetrics, February, 1906) after calling 
attention to the various conditions which 
may produce pain and tenderness in the 
heel, including tuberculosis, osteomyel- 
itis and dermoid cysts of the os calcis, 
multiple fibromata, and exostoses, calls 
attention to an affection associated with 
gonorrhea and characterized by a painful 
bony outgrowth which is found at the 
tubercle of the os calcis, lying just in 
front of the attachment to the plantar 
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fascia. Six cases of the affection are 
reported, in five of which a definite his- 
tory of gonorrhea was given. In the 
sixth, although gonorrhea was denied, 
the patient gave a history of suppurating 
bubo, and a pure culture of the gonococ- 
cus was obtained from the operation upon 
the heels. 

In two cases cut sections were stained 
for gonococcus, and organisms which 
morphologically resembled them in all 
respects were obtained. Neither rheu- 
matism nor exposure to wet seems to have 
played any role in the onset of the disease. 
A number of the cases showed involve- 
ment of the osteoarthritic type, and it is 
probably the etiological factor in a cer- 
tain group of these cases. Pain is the 
chief symptom, and is referred directly 
to the attachment of the plantar fascia 
with the os calcis. It is rather sharply 
limited and is elicited only on pressure. 
Examination shows a distinct enlargement 
or thickening of the periosteum on both 
sides of the os calcis, though usually 
motion is not limited, unless this be so 
mechanically by the outgrowth. The gait 
is characteristic, the patient walking on 
the ball of the foot. In some instances 
pain is found in the back, due to exostoses 
alongside of and between the vertebre, 
the latter producing characteristic symp- 
toms of osteoarthritis of the spine—that 
is, restriction of motion in definite direc- 
tions, pain on hyperextension, and some- 
times scoliosis. 

Diagnosis depends upon the history. 
The affection appears in young males 
anywhere from three to nine months from 
the beginning of an attack of acute ure- 
thritis. It is bilateral, occurring on both 
sides either simultaneously or one side 
developing very shortly after the other. 
In addition to the pain incident to palpa- 
tion and walking the symptom may also 
be elicited by stretching the plantar 
fascia. The radiograph shows distinct 
bony outgrowth, though the latter is at 
times not connected with the bone. Inci- 
sion is made along the side of the os calcis 
or directly over the exostosis on the plan- 
tar surface of the foot. The outgrowth 
is removed, and the wound is closed with- 
out drainage. At the end of. the second 
week the patient is allowed to walk. In 
all five cases the relief from pain was com- 
plete. 


CHOREA ACCOMPANYING GONORRHEA. 


A case reported by Boissonas (Revue 
Médicale de la Suisse Romande, No. 12), 
in which chorea occurred in an uncom- 
plicated attack of gonorrhea, differs from 
the few previously reported cases in that 
these were all examples of gonorrheal 
rheumatism. The patient, a girl of twelve 
years, was relieved of the chorea by local 
antiblennorrhagic treatment. 





ACHILLODYNIA—A NEW FORM. 


The characteristic symptom of the dis- 
ease described by DrEHMAN and by 
Baracz (Centralblatt fiir Chirurgie, No. 
1) is pain a handbreadth above the heel 
accompanied by a fibrous swelling in the 
same ngighborhood. Drehman believes 
that it is not due to rupture of muscle 
fibers, as it is generally bilateral, but that 
it is a traumatic tendonitis due to pressure 
by the top of the shoe. Baracz states that 
the short duration of the attacks, their 
occurrence only in cold weather, and their 
tendency to recur in the same individual 
show that they are gouty or rheumatic in 
nature. Treatment consists in tempo- 
rary immobilization of the ankle and 
massage if there is not too much tender- 
ness. The prognosis is entirely favora- 
ble. 





METRORRHAGIA—TREATMENT BY SU- 
PERHEATED AIR. 


The dangers and uncertainties of this 
method depend, according to BaiscH 
(Centralblatt fiir Gyndkologie, No. 1), 
less upon the duration of the exposure 
and the temperature of the air than upon 
the thickness of the mucous lining of the 
uterus. The air heated to a temperature 
of 105° to 115° C. (220° to 235° F.) is 
carried through a speculum into the cavity 
of the uterus, and flows in for one or two 
minutes. By this method the lining of the 
uterus is destroyed to a depth of one-third 
of an inch, and if the mucosa is thicker 
than this the action is incomplete, and if 
it is less thick the muscle is partially de- 
stroyed and there is danger of embolus 
and of inflammation of the uterine appen- 
dages. The only safe way to use the 
method is to curette the womb first, and 
then after several days, when the mucosa 
has reached a slight thickness, make a 
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short application which will destroy all 
remaining mucosa and permit the uterine 
cavity to close by granulation tissue. The 
method produces permanent sterility, and 
is therefore only to be used after or about 
the menopause. It is to be avoided in 
cases of fibroma on account of the possi- 
ble interference with the blood-supply of 
submucous fibroid leading to gangrene, 
an accident which happened in one of 
Baisch’s own cases and necessitated hys- 
terectomy. The procedure is a somewhat 
dangerous one and should only be used 
as a substitute for hysterectomy. 





HYDATID CYSTS OF THE ANTERIOR 
ABDOMINAL WALL. 

This subject is treated carefully by 
TENORMANT (Revue de Chirurgie, No. 
10), who bases his statements on twenty- 
one cases reported in the literature. The 
cysts vary according to whether they are 
situated in the muscle wall or subperi- 
toneally. In the former case their maxi- 
mum size is that of an egg, and they are 
hard and do not show fluctuation. They 
have generally been diagnosed as fibro- 


mas. If subperitoneal they are more dif- 
fuse, and are flattened between the 
abdominal wall and the viscera. They 


resemble encysted peritoneal effusions, 
but there is no history of peritonitis. The 
diagnosis is only certain after puncture, 
and the treatment is complete extirpa- 
tion. The prognosis is favorable if the 
viscera are not involved. 





PERFORATED GASTRIC ULCER—GASTRO- 
ENTEROSTOMY. 

Jones (Boston Medical and Surgical 
Journal, Jan. 11, 1906) reports three 
cases of perforated gastric ulcer with 
gastroenterostomy. He believes that the 
number of patients who will stand the 
extra shock of operation is greater than is 
generally supposed. Some of the reasons 
why gastroenterostomy is of value are 
that the ulcer is in an active state, and 
presumably will continue to be active for 
some time regardless of treatment. Rest 


in bed, resting of the stomach, and feed- 
ing by rectal enemata cannot arrest the 
activity of the ulcer at once, and so long 
as the ulcerations remain active there is 
danger from hemorrhage, perforation of 
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other ulcers, and involvement of the 
sutures closing the ulcer causing leakage. 
In spite of the experimental findings of 
Cannon and Blake that the greater portion 
of food is forced through the pylorus after 
a gastroenterostomy, there must be some 
change produced by the operation which 
relieves the irritation of the ulcer, for it 
does give the greatest relief at once, and 
so far as we have any means of telling, 
the ulcer has a much better chance to 
heal. 

In 20 per cent of the cases of gastric 
ulcer the ulcerations are multiple (Mayo), 
and so long as these remain active there 
is a possibility, though perhaps a slight 
one, of a second perforation. 

The points of interest in the cases 
reported are as follows: 

All cases were perforations of chronic 
ulcers, the history of ulcer varying from 
one and one-half to ten years. The per- 
foration occurred in the midst of a large 
indurated and thickened area which made 
it impossible to close the perforation by 
sutures with any degree of security. 

The ulcers were located, in cases two 
and three, about an inch from the pylorus 
and 1% inches below the lesser curvature. 
The situation of the ulcers and the extent 
of the stomach wall involved by the 
chronic inflammatory process made resec- 
tion of the ulcer and indurated area im- 
possible without resection of the pylorus, 
while closure of the ulcer by suture with- 
out resection was very unsatisfactory. 

The time elapsed between the time of 
complete perforation and operation was 
respectively eight hours, seventeen hours, 
and one hour. 

In cases one and three there was prob- 
ably leaking of the ulcer before the flood- 
ing of the abdomen took place. In case 
one this occurred twice, thirty-six and 
twelve hours before, while in case three 
it occurred three days and four hours 
before the flooding of the whole abdomen. 

A gastroenterostomy was made in all 
three cases; in case one with a Murphy 
button, in cases two and three by simple 
suture. In case one the author believes 
that the Murphy button was the cause 
of the second and third perforations. 
With the poor general condition of the 
patient and the condition of the secretions 
which brought about the original perfora- 
tion the presence of the button caused 
sufficient injury to the mucous mem- 
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brane to start the second and third ulcers, 
which were at the lower part of the stom- 
ach, in the region in which the button 
was found. He would certainly never 
use the button again in such an operation. 

.Anterior gastroenterostomy was made 
on case one, while the posterior method 
with a short loop (Moynihan) was used 
in cases two and three. 

All three cases recovered from the 
immediate effects of the operation, but 
case one died in three weeks of exhaus- 
tion as a result of the second and third 
perforations. 

Case two gained 44 pounds between 
November and February, and is in excel- 
lent health at this time. 

Case three has been perfectly well ever 
since the operation and has no gastric 
symptoms whatever. 





NEW TREATMENT FOR CHRONIC ENDO- 
TRACHELITIS. 

Craig (New York Medical Journal, 
Jan. 6, 1906) describes a new method of 
treatment of endotrachelitis with new 
instruments which he has devised. The 
instruments consist of a cervical forceps, 
a dilator for the external os, and a cu- 
rette, all of which are figured and de- 
scribed. In carrying out the treatment 
rigid asepsis should be observed, and pre- 
paratory disinfection of the vagina should 
be done. In doing the operation the vagi- 
nal aspect of the cervix is grasped as near 
the external os as possible by means of the 
special forceps. The tip of the dilator is 
then introduced and carried into the cer- 
vix so as to dilate the external os. With 
the curette the cervical canal is then cu- 
retted so as to completely remove the cer- 
vical mucosa and give rise to the grating 
sound noted when the musculature is 
reached. Finally the cervical canal, now 
denuded, is antisepticized by the applica- 
tion of the iodized phenol to its entire 
surface, the vaginal vault is filled with 
powdered boric acid, and a 33-per-cent 
ichthyol and glycerin strip is laid against 
the internal os and about the portio vagi- 
nalis. The patient is allowed to leave the 
office at once. She is instructed to remove 
the dressing in from twenty to thirty 
hours, and take daily 1-to-5000 formalin 
douches for ten days. At the end of five 
to ten days the cervix has resumed its 
normal condition. A few severe and 


long-standing cases have required two or 
three curettements at intervals of two 
months. 





A NEW SKIN INCISION FOR BREAST 
AMPUTATION. 

Jackson (Journal of the American 
Medical Association, March 3, 1906) be- 
gins his skin incision at a point about 1% 
inches below the clavicle in the sulcus 
marking the interval between the deltoid 
and pectoralis major muscles. From this 
point it is carried in a straight line along 
the sulcus until it reaches the lower bor- 
der of the pectoral fold as it terminates 
in the arm. This straight incision is all 
that is made in the early step of the oper- 
ation, and through it the pectoralis major 
and minor are hooked up and divided. 
The wound is now held open by retrac- 
tors while the fascia is stripped off the 
axillary vein by blunt dissection, aided by 
the scissors when needful. From the 
outer end of the first incision the knife is 
carried along the lower border of the pec- 
toral fold to a point on the chest corre- 
sponding with the lower border of the 
mamma itself. The remaining portion 
of the incision is made in the form of an 
ellipse about the nipple with its long axis 
nearly vertical, or oblique from above 
downward and outward. The ellipse is 
so planned as practically to make its outer 
curve parallel with the first incision made, 
and thus to present when complete a quad- 
rilateral flap with its base upward and 
inward. A small tenaculum forceps 
should be placed at each angle of this 
flap as it is raised, this being done as soon 
as the dissection of the fat and fascia 
from the axillary vessels is completed. 
The pectoral muscles are freed from the 
chest from below, the blood-vessels being 
ligated as they are encountered. On re- 
moval of the breast the quadrilateral flap 
of skin and superficial fascia is stretched 
out with tenaculum forceps and trans- 
ferred inward to cover the defect of the 
chest wall created by the removal of the 
skin about the nipple. This flap is fixed 
to the corresponding skin margins by 
suture. With the tenaculum the lower 
margin of the pectoral fold, which repre- 
sents the integument which formed the 
original floor of the axilla, is seized at 
such a distance from the lowest point of 
the first vertical cut that when drawn 
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upward it will bring this skin point up to 
the beginning of the first incision beneath 
the clavicle. Thus the loose skin over the 
floor of the axilla is brought closely about 
the axillary vessels. The wound is then 
sutured, the resulting line of sewing 
resembling a dipper the handle of which 
runs vertically along the inner border of 
the arm, paralleling the deltoid, while the 
bowl of the cup is represented by three 
lines each at right angles to the other. 





WHEN PROSTATOTOMY INSTEAD OF 
PROSTATECTOMY IS INDICATED. 


BaRNETT (Lancet-Clinic, Feb. 24, 
1906) reviewing the literature of 2800 
prostatic cases subject to operation finds 
the total mortality a little over 11 per 
cent with the perineal route, the least of 
all. The prime factors of death are ure- 
mia, sepsis, hemorrhage, shock, and pul- 
monary complications. Barnett believes 
that when the whole system is water- 
logged with toxic material prostatotomy 
is indicated, and that after the kidneys 
have been rendered functional by the re- 
lief afforded by this operation subsequent 
prostatectomy may be undertaken. By 
prostatotomy he means a median perineal 
incision into the bladder with the knife. 





EXPERIMENTAL PANCREATIC NECRO- 
SIS. 


In an effort to determine the cause of 
death and thereby discover a means of 
averting a fatal outcome in case of acute 
pancreatic disease, GULEKE (Archiv fiir 
klinische Chirurgie, Bd. 87, Heft 4) has 
carried out an elaborate series of animal 
experiments. 

After ligation of the pancreatic duct 
close to the duodenum, he injected 5 cubic 
centimeters of oil into the duct on the 
pancreatic side of the ligature. The oil 
injections were made in twenty-four dogs 
which varied in weight between 10 and 
20 pounds. In twenty of the dogs there 
occurred acute pancreatic necrosis, and in 
seven chronic pancreatitis, while in the 
remaining seven the outcome was not 
awaited as the dogs were used for an- 
other purpose. The dogs withstood the 


operation well, and even up to four to 
six hours later there were no symptoms 
of prognostic importance. 
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The dogs which later proved to have 
suffered from chronic pancreatitis ap- 
peared active after twelve to twenty-four 
hours, but the dogs with acute more or 
less nearly total pancreatic necrosis, while 
in a state of apparent well-being, were 
suddenly seized with rapid failure of gen- 
eral vitality. They appeared languid and 
responded poorly to external stimulation. 
Often they vomited, and many had con- 
vulsions, which frequently assumed the 
opisthotonos type. Breathing was hur- 
ried and feeble, pulse very rapid, and 
temperature slightly elevated, though 
occasionally subnormal. A characteristic 
shock or collapse immediately after oper- 
ation or at onset of symptoms was not 
observed in any case, but was noted just 
before death. In acute cases death 
occurred in from six to twenty hours after 
operation. In only three cases of exten- 
sive necrosis was the fatal termination 
delayed three to six days. 

In the cases in which there was total 
necrosis of the pancreas glycosuria was 
present. In those cases in which a large 
portion of pancreas was found intact 
there was no sugar in the urine. Of the 
chroni¢ cases of pancreatitis some had 
glycosuria, others not. 

The autopsy findings in the acute cases 
were very similar. After the oil injection 
the pancreas increased to two or three 
times its normal size. The greater the 
length of time which had elapsed since 
operation the smaller was found to be the 
size of the pancreas. In some of the cases 
of chronic pancreatitis it was only one- 
third its normal size. The consistency 
of the gland was always increased. Com- 
monly the pancreas was found necrotic 
throughout its entire extent. Of the 
twenty acute cases there were five of total 
and nine of almost total necrosis. In the 
cases in which the necrosis was partial, 
that part of the gland lying nearest to the 
large ducts was destroyed to the greatest 
extent and the periphery showed only 
cloudy swelling. Signs of active inflam- 
mation within the gland were found by 
microscopic study. 

In only one case of the twenty was 
there an absence of rather wide-spread 
hemorrhages in the gland, which in most 
instances closely resembled the condition 
of hemorrhagic infarct of the pancreas 
seen in man. The amount of the hemor- 
rhagic exudate bore no direct relation to 
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the severity of the symptoms nor the 
extent of the necrosis. 

In all the cases of acute necrosis there 
was serosanguineous exudate in the 
abdominal cavity. The parietal periton- 
eum in most cases did not show evidence 
of inflammation, but inflammatory signs 
were very commonly found in that por- 
tion of the mesentery lying on the pan- 
creas and in the peritoneum covering the 
spleen, and in many cases nearly the en- 
tire visceral peritoneum was irritated. 

In a total of twenty-five cases of acute 
necrosis of the pancreas produced by 
various methods fat necrosis was absent 
in only one dog. It died within eight 
hours, possibly before there was time for 
fat necrosis to occur. In most instances 
the fat necrosis was spread widely through 
the abdominal cavity, and in two dogs 
was found in the mediastinum and peri- 
cardium, where it followed the course of 
the lymph vessels. 

In six dogs the pancreas was walled off 
by tampons from the remainder of the 
peritoneal cavity either at the time of the 
operation or within a few hours there- 
after. In none of these cases was there 
a fat necrosis of the general cavity, 
although it did occur along the drainage 
tract and in the superficial fat. This 
series of experiments proves that fat 
necrosis is produced secondarily as the 
result of a primary necrosis of the pan- 
creas with a direct diffusion or an absorp- 
tion and transportation of its secretion 
through the lymph, vessels. These ani- 
mals died as quickly as those in which 
tampons were not inserted. 

The dogs which had chronic pancre- 
atitis appeared healthy for seven to ten 
days, then had loss of appetite, became 
emaciated, passed fatty stools, and died 
in seventeen to twenty-one days. Only 
one strong young animal survived. The 
autopsy findings closely simulated those 
of chronic pancreatitis found in man. 

In order to determine whether or not 
the oil exerted a specific action in produc- 
ing pancreatitis, bile obtained from the 
dog’s own gall-bladder was injected into 
the pancreatic duct after ligation. The 
clinical course in these animals was the 
same as those in which oil had been used, 
except that the symptoms were less 
severe. In four the symptoms were those 
of chronic pancreatitis, with a duration of 
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seven to sixteen days. One of these dogs 
recovered. In three there was acute 
necrosis, and death resulted in eighteen 
or nineteen hours. The differences in 
symptoms caused by oil and bile can be 
explained by the mechanical difference in 
the two fluids. In the cases in which bile 
was used there was a greater tendency 
toward hemorrhagic infiltration, as has 
been noted previously by Opie. 

In two animals blood was taken from 
their own femoral veins and injected into 
the pancreatic duct. The experiments 
were not very satisfactory, due to the 
clotting of the blood, but both animals 
presented signs of pancreatitis. One 
recovered, but the other died of chronic 
pancreatitis in three weeks. 

In three dogs the ducts of Wirsung 
were divided between double ligatures 
without producing pancreatitis. 

In a further series of cases acute necro- 
sis with its accompanying symptoms and 
terminating in death in twenty to thirty 
hours was produced by injecting oil into 
the arteries supplying the pancreas, thus 
producing an artificial infarct. 

After eliminating the various suggested 
causes of death in cases of acute necrosis, 
the writer performed the following ex- 
periments: 

In seven cases a pancreas obtained from 
one dog was placed in the abdominal cav- 
ity of another dog of about the same size. 
All of the dogs presented the same clini- 
cal picture and intra-abdominal findings, 
barring the local condition of their own 
pancreas, as was observed in the cases of 
acute necrosis. Six of the dogs died in 
seventeen hours. In the seventh dog a 
partially digested pancreas was _ intro- 
duced. Death in this case resulted within 
ten hours, probably because of the more 
rapid absorption of the pancreatic poison, 
which these experiments tend to prove is 
the cause of death in cases of acute 
necrosis. 

After further experiments it was found 
that intravenous, intraperitoneal, or sub- 
cutaneous injections of trypsin into dogs 
caused death after symptoms resembling 
the constitutional ones observed in fatal 
cases of acute necrosis. 

Three dogs were now immunized to 
trypsin by gradually increased doses of 
this drug. An extirpated pancreas was 
then introduced into the abdominal cavity 
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of each. The abdomen was reopened on 
the eighth day in one case, and there were 
found numerous wide-spread areas of fat 
necrosis and an encapsulated intraperi- 


toneal abscess surrounding the trans- 
planted pancreas. The second animal 


was killed on the eighth day while in 
apparent good health. The pancreas was 
entirely necrotic. The third animal died 
of suppurative peritonitis on the fourth 
day, but it lived longer than any of the 
animals not immunized to trypsin. 

These experiments prove conclusively 
that trypsin poisoning is the true cause of 
death in cases of acute necrosis- of the 
pancreas. 

THE 


EFFECTS OF OSMIC 


TIONS. 


ACID INJEC- 


EastMAN (Journal of the American 
Medical Association, vol. xlvi, No. 8) as 
a result of clinical experience, the study 
of the literature of the subject, and labor- 
atory experiments, notes that the injec- 
tion of 10 drops of osmic acid in two- 
per-cent solution into the sensory nerve 
trunks is safe; that the irritating effect 
of the drug upon the kidneys should not 
be forgotten when it is used in persons 
exhibiting kidney lesions. 

Injections into the inferior dental or 
other nerves should be made through the 
mouth. 

The relief is not always immediate. It 
may be delayed for one or two weeks. 
Small nerves are extremely difficult to 
inject. The acid may be brought in con- 
tact with the fibers of the nerve so that 
the raw surface is bathed in the fluid. A 
general anesthetic is usually indicated. 
The effect of the acid is to produce a dis- 
integration of fat and oil globules in the 
perineural space and in the white matter 
of Schwann. 

A large percentage of cases of neural- 
gia will be relieved for months by osmic 
acid injections. 

ven in tic-douloureux the use of osmic 
acid is justifiable in view of the unfavor- 
able results of the so-called radical opera- 
tions. 

Neither the local irritation nor the 
remote toxic effects are serious in their 


consequences and do not contraindicate. 


the use of the drug. A solution should 
be made up freshly for each injection. 

Subcutaneous injections are of little 
or no value. 
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A REFERENCE HANDBOOK OF THE DISEASES OF 
CHILDREN. For Students and Physicians. By 
Professor Ferdinand Frithwald. Edited, with 
Additions, by Thompson S. Westcott, M.D. 
Illustrated. W. B. Saunders & Company, 
Philadelphia, 1906. Price $4.50. 

This book upon the diseases of child- 
hood is prepared by the Chief of Clinic 
in the Vienna Polyclinic, and the author 
tells us in his preface that he has written 
it to “supply the lack of a compact 
teaching manual.” It possesses one very 
great innovation for a book of this char- 
acter, namely, that the subjects of which 
it treats are arranged alphabetically. 
Thus, it begins with Abscess, Cerebral, 
and ends with Zona. It contains a num- 
ber of black-and-white _ illustrations 
which are well chosen and add materially 
to the text. The American editor, Dr. 
Westcott, tells us that under the head- 
ing of Treatment he presents the author’s 
practice substantially without change in 
order that a complete epitome of pedi- 
atric therapeutics, as at present in vogue 
in Vienna, may be presented to the 
reader. We wish that he had seen fit 
to add to the text measures which are 
popular and frequently employed by 
American practitioners. Thus, the men- 
tion of the various mineral waters which 
are commonly employed in Europe in 
the article upon “Chronic Gastric Ca- 
tarrh” hardly gives information which 
is needed by the active practitioner in this 
country. Further than this, a very con- 
siderable number of drugs with which 
most American practitioners are un- 
familiar, or use but little, are mentioned 
in a prominent manner, as, for example, 
Wine of Rhubarb, Ichthalbin, Bismutose, 
and similar substances. The dose of 
bismutose is stated to be “a small knife- 
point three or four times a day,” and we 
are advised to treat the condition 
of chronic gastric catarrh by various 
hydropathic procedures, among which 
slapping the epigastric region with cloths 
is advised. We doubt whether the 
American mother would (to use a popu- 
lar expression) “stand for” this method 
of treatment.- Under this same article 
we are in doubt what “gastro- 


‘ 


also 


as to 


myxin” is, which is recommended in the 
dose of from 1 to 8 minims three times 
a day. 

In the fairly numerous instances in 
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which the editor has made annotations, 
a very considerable addition has been 
made to the value of the text. 


A Text-BooK OF MATERIA MEDICA, THERAPEUTICS, 
AND PHARMACOLOGY. By- George F. Butler, 
Ph.G., M.D. Fifth Edition, Thoroughly Re- 
vised and Rewritten by S. E. Jelliffe, M.D., 
Ph.D. W. B. Saunders & Company, Philadel- 
phia, 1906. 

Dr. Jelliffe tells us, in his preface to 
this edition, that it has been entirely re- 
modeled, rewritten, and reset. Some of 
the illustrations which have found a 
place in earlier editions have been re- 
moved. Indeed, the book now contains 
no illustrations. By this means a con- 
siderable amount of space has been saved 
for type. We confess that it seems to us 
that some of the articles have been un- 
necessarily abbreviated. That upon 
chloroform, for example, does not cover 
three pages. That portion of the book 
which is devoted to the consideration of 
Materia Medica is more complete and ac- 
curate than that which is devoted to 
Therapeutics. The student of materia 
medica will, therefore, probably find the 
book more valuable than the advanced 
student of therapeutics or the active 
practitioner. 


Foop AND THE PRINCIPLES oF Dirretics. By Rob- 
ert Hutchison, M.D., F.R.C.P. William Wood 

& Company, New York, 1906. Revised Edi- 

tion. 

The first edition of this book appeared 
six years ago, and was designed to meet 
the needs of the students of the London 
Hospital, being founded upon a course of 
lectures given in 1899. It covers nearly 
600 pages, and is a valuable contribution 
to this branch of medical learning. It is 
illustrated by a number of very interest- 
ing diagrams, which, with a little study, 
convey much information to the reader— 
as, for example, Plate I, which shows the 
food value of qne pound of some typical 
foods, and Plate II, which shows the per- 
centage of nutrients not absorbed in some 
typical A careful discussion of 
the liquids which are commonly swal- 
lowed with food is also included. In that 
part of the chapter upon “Alcohol” which 
deals with its use in health and disease, 
we note with interest that the author 
takes the middle ground. Thus, he points 
out that in chronic diseases such as dia- 
betes alcohol may be used as a real food 
to replace a certain amount of carbohy- 


foods. 


drate in the diet. But he evidently does 
not believe in the experiments which have 
been made to indicate that it diminishes 
vital resistance to infection. A point of 
importance which is often overlooked, 
but which the author emphasizes, is the 
fact that personal peculiarity plays a very 
large part in determining the proper dose 
of alcohol, some persons: seeming able to 
oxidize large quantities of it, while others 
seem unable to deal with it except in very 
minute quantity. Copious foot-notes are 
provided which give one a key to the 
sources of information which the writer 
has investigated in the compilation of his 
text. 


INTERNATIONAL Cuiinics. A Quarterly of Illus- 
trated Clinical Lectures and Especially Pre- 
pared Original Articles. Edited by A. O. J. 
Kelly, A.M., M.D. The J. B. Lippincott Com- 
pany, Philadelphia, 1906. Volume IV, Fif- 
teenth Series. 

The opening pages of this volume con- 
tain articles on the Treatment of 
Psoriasis, by Gottheil; on the Value of 
Physiologic Saline Solutions, by Hallion 
and Carrion; The Treatment of Some 
Common Gastric Disorders, by Gwyn; 
on the Internal Use of Carbolic Acid, by 
Benedikt; and on Nervous Disorders in 
which Psychotherapy may prove of 
Value, by Ballet. There are also articles 
in Medicine, Surgery, Obstetrics and 
Gynecology, Ophthalmology, and Path- 
ology. The present volume presents a 
most creditable amount of readable in- 
formation in nearly all branches of medi- 
cine. 

THe SicNs or INTERNAL Disease. With a Brief 
Consideration of the Principal Symptoms 
Thereof. By Pearce Kintzing, B.Se., M.D. 
The Cleveland Press, Chicago, 1906. 

This is a handsomely gotten up book 
on Physical Diagnosis, illustrated by 
means of diagrams and charts. Some of 
the diagrams we think are unnecessarily 
complicated, but there can be no doubt 
that for the student who has the oppor- 
tunity and time to go into the minute de- 
tails of physical diagnosis this book will 
prove useful. Further than this, we can 
believe that as a text-book for the use of 
the author’s own students it is of the 
greatest possible value to them in follow- 
ing his lectures and retaining important 
points. A number of the illustrations are 
in the form of anatomical plates, with 
localized drawings emphasizing the par- 
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ticular condition involved. The publish- 
ers, in some instances, might with advan- 
tage have improved the quality of the 
illustrations, which are better from the 
medical standpoint than they are from 
the standpoint of printing. The book is 
somewhat unevenly divided, since the first 
235 pages are directed to the physical 
diagnosis of diseases of the chest, while 
the chapter upon diseases of the blood is 
less than 20 pages, and that upon diseases 
of the abdomen is only 41 pages. 


Tue Ecrecric Practice or Mepicine. By Rolla 
L. Thomas, M.S., M.D. The Scudder Bros. 
Company, Cincinnati, 1906. 

This book in size and appearance 
closely resembles books upon the practice 
of medicine contributed to medical litera- 
ture by regular practitioners. It is well 
printed and bound, and from the stand- 
point of the publishers is certainly a 
praiseworthy contribution to medical 
literature. A more interesting and im- 
portant question, however, is as to its 
value from a purely medical standpoint. 
There can be no doubt that the author 
has taken much pains in its compilation, 
and there can be no doubt that he fails 
to present us with an adequate view of 
the modern conception of disease in gen- 
eral or diseases in particular. ° Under the 
head of Pernicious Intermittent Fever, 
for example, we are told that it is “an 
intense intermittent, where the paludal 
poison is so intense as to rapidly break 
down the blood, resulting in a local or 
general congestion which early threatens 
life,” and in the Section on Treatment we 
find this curious heading, “Wrongs of the 
Liver and Spleen,” and for these 
“wrongs” a number of drugs are pre- 
scribed which are practically unknown to 
most practitioners—as, for example, 
Polymnia Uvedalia, Carduus Marianus, 
and several others of a similar character. 
We also find a separate article upon “Gas- 
tric Intermittent, Masked Intermittent, 
and Chronic Malarial Fever.” We are 
glad to note that the author gives ample 
space to the consideration of the spread 
of malarial infection by the mosquito, and 
evidently is a believer in this etiological 
factor. In the discussion of measles we 


note with interest that no mention is made 
of “Koplik’s spots.” Throughout the work 
comparatively little attention is paid to 
the pathology of the various conditions 
which are discussed, but a very free dis- 
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cussion is carried out of the employment 
of drugs for the relief of the conditions 
which are named. At times the descrip- 
tion of conditions which are found in pa- 
tients are rather vague, as, for example, 
when it is stated that “an examination re- 
vealed a uterine leucorrhea due to en- 
dometritis and a bad rectum.” In some 
cases a very large number of pro- 
prietary preparations are suggested in 
carrying out remedial measures. In a 
considerable number of instances the au- 
thor quotes pages at a time from standard 
medical authors, to whom he gives full 
credit. Because of the many references 
which are made to remedies popular with 
the Eclectic School and the therapeutic 
optimism which is shown by the author, 
we have no doubt that this book will 
prove popular with his fellow practition- 
ers, but it is not compiled in a way which 
will make it a favorite with the majority 
of the profession. 


NuRSING IN THE ACUTE AND INFECTIOUS FEVERS. 
By George P. Paul, M.D. Illustrated. W. B. 
Saunders & Company, Philadelphia, 1906. 


This little book of just 200 pages is 
well described in its title. The object 
of the author is to place before trained 
nurses medical information which should 
be of value in the care of those ill of the 
infectious fevers. It is emphatically a 
handbook for the nurse, and not for the 
student or practitioner. 


THIRD TREATISE UPON THE EFFecrs OF Borax 
AND Boric Acip ON THE HuMAN SysteM. By 
Dr. Oscar Liebreich. J. & A. Churchill, Lon- 
don, 1906. P. Blakiston’s Son & Company, 
Philadelphia, 1906. Price $1.75. 


This treatise, while covering less than 
one hundred pages, is an exhaustive con- 
sideration of the subject of which it 
treats. It is in reality a critical review 
of the report of H. W. Wiley, chief of 
the Bureau of Chemistry of the United 
States Department of Agriculture, to the 
Secretary of Agriculture, and has been 
translated from the German, a copy of 
which edition we received some time ago. 
The original report of Dr. Wiley ap- 
peared in the Government Printing Office 
in 1904, and as Professor Liebreich has 
for many years been actively engaged in 
the study of this problem, the criticisms 
which he has to make concerning Dr. 
Wiley’s researches are of great interest 
to those who are in favor of and to those 
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who are opposed to the use of this form 
of food preservative. As the matter is 
one which is just now actively before the 
medical profession, we are glad that an 
English translation of Professor Lieb- 
reich’s book has been provided. 








Correspondence. 
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By G. F. Stitt, M.D., F.R.C.P. 





After the whirlwind of excitement 
which has swept over the country in con- 
nection with the recent parliamentary 
election there has come the calm which 
usually follows the storm; and in spite of 
the complete and almost unparalleled po- 
litical upheaval which has entirely 
reversed the position of parties in Parlia- 
ment the sun continues to rise in the East, 
and so far has shown no tendency to alter 
its customary practice of setting in the 
West. The new Parliament has begun 
its labors, and although its opening de- 
bates, consisting largely of unpleasant 
remarks devoted to the blackening of 
rival parties, have not done much to in- 
crease confidence in the government, it is 
to be hoped that its enormous majority 
may be used to some good purpose. One 
of the chief problems to be attacked is the 
condition’ of the poor, especially in Lon- 
don, where many of the out-patients at 
our hospitals are suffering more from 
privation than from anything else; and 
amongst other matters in which the medi- 
cal profession will be interested are rural 
housing and the suppression of smoking 
amongst children. Sanitation in some 
of our rural districts is anything but Uto- 
pian, and although there are frequently 
meetings in London of local medical 
authorities who call attention to the dis- 
graceful conditions in some parts, these 
protests have usually been vox, et pre- 
terea nihil,” because there is no legisla- 
tion to deal with the lack of sanitary 
care effectually. The evils of tobacco- 
smoking amongst juveniles have been 
painted in glaring colors often enough, 
and I have no doubt that the early de- 
votee at the shrine of My Lady Nicotine 
is apt to become deteriorated in many 
ways. Not long ago one of our London 
journals filled almost an entire number 
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with the pathological results of tobacco- 
smoking, and as these had _ reference 
almost entirely to adults, it may well be 
supposed that the growing organism suf- 
fers even more from the habit. So it is 
a matter of satisfaction that a second at- 
tempt is to be made in the present session 
of Parliament to stop this abuse as far as 
possible. 

At the Clinical Society of London this 
month there has been an interesting dis- 
cussion on the treatment of cancer of the 
stomach. Mr. Moynihan, of Leeds, 
opened the debate with a paper which I 
need not relate in detail, as it has been 
fully published elsewhere, but the main 
point of his remarks was that if only 
cancer of the stomach were diagnosed 
earlier than it usually is, much advantage 
might be gained by early operation, which 
varies according to the distribution of the 
disease; in some cases almost the whole 
stomach must be removed, in other cases 
gastroenterostomy would prolong life 
considerably, and possibly sometimes lead 
to complete recovery. Mr. Moynihan said 
that the patient with cancer of the stom- 
ach should go first to the surgeon, not 
to the physician; but as he also stated 
that he considers most chronic dyspeptics 
to have a gastric ulcer, and he believes 
gastric ulcer to be a predisposing cause 
of cancer, the boldest dyspeptic might 
well think twice before he sought an inter- 
view with the surgeon. Even a gastro- 
enterostomy or the mildest exploratory 
laparotomy is anticipated by the untrained 
lay mind with less equanimity than a 
bottle of medicine and a carefully regu- 
lated diet. There was also considerable 
difference of opinion as to the frequency 
of ulcer as a forerunner of cancer. Dr. 
J. Fawcett, one of the assistant physicians 
at Guy’s Hospital, who has had large 
experience of post-mortem examination, 
stated that the records of that hospital 
do not bear out this supposed frequent 
relationship; and Mr. Makins doubted 
whether gastroenterostomy has such a re- 
markable effect as is attributed to it— 
indeed, he asserted that but few cases 
live more than a year after the operation, 
and during part of this time they suffer 
pain and discomfort as before. 

The Therapeutical Society continues to 
flourish, and has recently held an open 
meeting, to which ladies were invited. 
One of its recent meetings was devoted 
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to a consideration of the treatment of 
exophthalmic goitre by antithyroid 
serum. Dr. Newton Pitt, of Guy’s Hos- 
pital, described the excellent results which 
had been obtained from the serum of 
dogs whose thyroid gland had been re- 
moved. The serum was at first injected 
under the skin in doses of 5 cubic centi- 
meters every alternate day, but it was 
soon found that it was equally effectual 
given by the mouth. Similarly the milk 
of goats that had been deprived of their 
thyroid glands was found to cause great 
improvement in exophthalmic goitre; the 
milk was, of course, given by the mouth. 
Unless the remedy is given very lavishly 
no harm is likely to result, but he men- 
tioned one case in which too free use of 
it resulted in the opposite condition of 
myxedema, which ceased when the ad- 
ministration of the serum was _ stopped. 
Unfortunately this serum of milk would 
probably not be available in most cases, 
and at present it does not figure amongst 
the waistcoat-pocket remedies, which have 
included almost all the armament of 


organotherapy in tablet form. 


The new School of Clinical Medicine 
at Greenwich is an accomplished fact, and 
at a meeting held a few days ago at the 
Seaman's Hospital, which is the “local 
habitation” of this somewhat scattered 
scheme, Sir Dyce Duckworth made a 
speech launching this adventurous inno- 
vation upon its voyage, which we may 
hope may lead to more brilliant success 
than has befallen most postgraduate 
schemes hitherto in London. As_ he 
pointed out, there is at the Seaman’s Hos- 
pital a wealth of material in tropical dis- 
eases as well as in other diseases incident 
to man, which affords a most exceptional 
opportunity for medical men fitting them- 
selves for practice in the colonies or in 
the navy or army, and in order to supply 
the deficiency in other branches of medi- 
cine there are affiliated with this school 
a hospital for children, a lunatic asylum, 
and a lying-in hospital, all in London 
proper. But it remains to be seen whether 
medical men will go as far as Greenwich, 
or being there will care to attend other 
courses of instruction so far distant from 
the Seaman’s Hospital. It is to be hoped, 
however, that Sir Dyce was a true 
prophet in looking forward to results 
comparable to those attained in the far- 
famed Johns Hopkins University. 
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LOCAL APPLICATION OF ADRENALIN IN 
POSTPARTUM HEMORRHAGE—A 
CLINICAL NOTE. 
To the Editor of the THERAPEUTIC GAZETTE. 

Sir: I have recently had an experience 
in the treatment of postpartum hemor- 
rhage which is somewhat unique. A reci- 
tal of it may prove useful to some other 
physician in meeting a like condition. 

M. S., aged thirty-six years, mother of 
three children, came under my care re- 
cently, suffering from what was described 
as a sudden, severe flooding. She was 
anemic, her heart weak and fluttering; 
she had been given tonics before the sus- 
pected miscarriage, and afterward as 
well. It was thought that she had been 
about two months pregnant, and that this 
severe hemorrhage with a number of 
clots of large size indicated miscarriage. 
As there was a good deal of tenderness 
over the uterus, some tympanites, and 
slight fever and the hemorrhage per- 
sisted, the uterus was thoroughly curetted 
the next day after the miscarriage. 
There was a slight apparent relief, and 
then a recurrence of the hemorrhage. 
Four days after the miscarriage the cu- 
rettement was repeated, with results 
exactly like the first operation. The 
uterine muscle was decidedly atonic, and 
hemorrhage was unquestionably due to 
subinvolution; although after the first 
curetting the uterus did contract, but 
afterward relaxed. Hemorrhage was 
mostly by passage of large clots, although 
these were sometimes accompanied by 
bright-red blood. There had been no pre- 
vious miscarriage. 

Calling to mind the hemostatic prop- 
erty of the active principle of the supra- 
renal gland, I obtained the solution of 
adrenalin chloride, and using a uterine 
applicator armed with a large pledget of 
cotton at its distal extremity, I applied 
thoroughly to the interior of the uterus 
the 1:1000 solution in full strength. 

The result was very satisfactory. The 
hemorrhage promptly ceased. The 
uterus contracted down hard, and there 
was no recurrence of the trouble. The 
systemic tonics were continued, and the 
patient confined to bed for a few days. 
The hemorrhage did not return, and in 
less than a week the patient was up and 
around the house. Yours truly, 

Georce B. M. Bower, M.D. 


Fort WAYNE, INDIANA. 





